Clinical Meeting ¢ Dallas ¢ December 1-4, 1959 


This Issue Exceeds 170,000 Copies 


THE JOURNAL 


American Medical Association 


ORIGINAL ARTICLES 


OF THE 


AUGUST 1, 1959 


PARACENTESIS AS A. DIAGNOSTIC 
N. D. Chapman, M.D., L. M. Nyhus, M.D., and H. N. Harkins, M.D., Seattle 


ELECTROCARDIOGRAM OF PATIENT IN ANAPHYLACTIC SHOCK. 


Michael Bernreiter, M.D., Kansas City, Mo. 


SIMPLE BEDSIDE TEST OF RESPIRATORY FUNCTION 


T. H. Snider, M.D., J. P. Stevens, M.D., F. M. Wilner, M.D., snd B. M. Lewis, M.D., Dearborn, Mich. 
CLINICAL EVALUATION OF SALINE SOLUTION THERAPY IN 
1633 


Kehi Markley, M.D., Manuel Bocanegra, M.D., Augusto Bazan, M.D., Roberto Temple, M.D., 


Miguel Chiappori, M.D., Guillermo Morales, M.D., and Alberto Carrion, M.D., Lima, Peru 
THE MECHANICS OF COMMON FOOTBALL INJURIES. 1640 


D. B. Slocum, M.D., Eugene, Ore. 


TISSUE NECROSIS AND SLOUGH PRODUCED BY METARAMINOL 
1647 


W. E. Dippy, M.D., and E. R. Dorney, M.D., Atlanta, Ga. 


SOCIOCULTURAL STRESSES AND THE PHYSICIAN-PATIENT 


R. L. Buck, M.D., Cambridge, Mass. 


THE PSYCHOTHERAPEUTIC APPROACH TO NEUROSIS IN THE 


George Serbon, M.D., Elmhurst, N. Y. 


DIHYDROSTREPTOMYCIN DEAFNESS 


G. E. Shambaugh Jr., M.D., E. L. Derlacki, M.D., W. H. Harrison, M.D., Chicago, 
Howard House, M.D., William House, M.D., Victor Hildyard, M.D., Los Angeles, 
Harold Schuknecht, M.D., Detroit, and J. J. Shea, M.D., Memphis, Tenn. 


CLINICAL NOTES 


RESERPINE-INDUCED GASTROINTESTINAL HEMORRHAGE. 
D. A. Duncan, M.D., and William Fleeson, M.D., Minneapolis 


CHOLESTASIS DUE TO PROCHLORPERAZINE......... 
Albert Weinstein, M.D., B. J. Alper, MD., Nashville, Tenn., and J. R. Dade, M.D., Hopkinsville, Ky. 


PULMONARY GRANULOMA DUE TO BRUCELLOSIS 


S. J. Ramah, M.D., Bernhard Chomet, M.D., James Mclean, M.D., 


and Catherine Lemke, M.S., Chicago 
SPECIAL REPORTS 
Committee on Toxicology 


DANGER OF SUFFOCATION FROM PLASTIC BAGS 


Council on Drugs 
NEW AND NONOFFICIAL DRUGS 


delat. 


Cadmium Sulfide (Capsebon). Cycl 
Council on Foods and Nutrition 


EFFECT OF ALCOHOL ON THE LIVER...............:000 


Gerald Klatskin, M.D., New Haven, Conn. 


MEDICINE AT WORK 


DRAG & SAG END IN TEXAS 
HOSPITAL PLANNING. .............. 
eHABLA ESPANOL, DOCTOR?........... 
CEMENTING WORLD MEDICINE 


EDITORIALS 
The Diabetic and His Employmeat............ 1686 
J. S. Felton, M.D. 

The New Cumulative Index Medicus........ 1687 
A. M. A. Disavows Vitamin Advertisement... 1687 
REGULAR DEPARTMENTS 
Council on National Defense: 

Functions of a Hospital in a Major 


F. F. Schade, M.D., Los Angeles 


Government Services: 
Air Force. Army. Public Health Service. 


National Science Foundation eee 
Examinations and 1700 


Foreign Letters: 
Austria: Congenital Dislocation of the 
1707 


Volume 170, No. 14 Published Weekly at 535 North Dearborn Street, Chicago 10, Illinois. Subscription, $15. Single Copy, 45 cents. 


Brazil: Gastroscopy. Laryngoscopy of 
the Subglottis. Artery Used to Replace 

Denmark: BCG Vaccination of School 
Children. Poliomyelitis Vaccinat.on. 
Stillbirth Rates. Cancer Propaganda 
and Tobacco Smoking. Arterial Trans- 

Finland: Relapses After Surgery for Pul- 
monary Tuberculosis. Surgery in Aged 

Germany: Hypergammaglobulinemia. 
Antirheumatic Drugs and Hyaluroni- 
dase. Polysaccharide Content of Fi- 
brin. Hepatitis Contagiosa Canis. Ab- 
sorption of Orally Taken Penicillin. 
Pseudoarthritis After Withdrawal of 
Prednisone. Separation of Urinory 17- 
Ketosteroids. Absolute Arrhythmia. 
Secondary Renal Insufficiency............1710 

India: Tetracycline for Typhoid. Viruses 
from Sporadic Cases of Meningitis....1712 

Japan: Fall-out from Nuclear Tests........ 1713 

Correspondence: 

A Philosophy of Medicine. The Standard 

Nomenclature and the International 

Statistical Classification 1714 

Miscellany: 
Third-Party Medicine—Past, Present, and 
Cyril Costello, M.D., St. Louis, Mo. 
Medical Literature Abstracts.. 
Questions and Answers: 
Painful Hand. Arteriosclerotic Disease. 
Late Syphilis and Penicillin Sensitivity. 
Seizures in Infant Twins. Absorption of 
Alkali. Congenital Defects. Salt and 
Baldness. Disseminated Choroiditis. Vi- 
tamins in Canned Foods. Long-term An- 
ticoagulant Therapy. Moth Crystal Der- 
matitis. Cancer Metastases. Alopecia 
due to Pony Tail. Fat Content of Semen..1753 

WASHINGTON NEWS 
Forand Bill Prospects. A. M. A. Urges 
Nursing-Home Program. International 
Health Measure Backed. Health Insur- 
ance for Government Workers. Hearings 
on Problems of Aged Resume Adv. Page 27 

Meetings Page 30 

Magazine-Television Report.....Adv. Page 40 

State Medical Associations.......Adv. Page 56 


From Other Pages..............000. Adv. Page 60 
Suggestions for Contributors...Adv. Page 206 
Tonics and Sedatives................ Adv. Page 210 
The Bright Side......... . Page 228 
Index to Advertisers . Page 251 


Unusual help in the August Number of the Surgical 
Clinies of North America. Authorities from famed 
Mayo Clinic describe explicitly how they are now 


See SAUNDERS Advertisement on next 2 pages 


Urology & Gynecology—A Symposium from the Mayo Clinic 
handling common surgical problems in gynecolog 
and urologic patients. Topics range from diagnosis 
in urinary infection to therapy of missed abortion. 
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Just what are the 


SURGICAL CLINICS 


of NORTH AMERICA? 


.... the Surgical Clinics provide you with up-to-date postgraduate information on 
new advances, improvements and concepts of surgical practice. These permanent 
periodicals come to you every other month throughout the year. They are packed 
with sound, concise, clinical advice on what to do, when to do it, and how to do it. 
Topics are chosen by polls of subscribers. Each illustrated issue contains about 300 
pages written by specialists from leading medical centers—the Mayo Clinic, The 
Lahey Clinic, New York, Philadelphia, Boston, Chicago. The Clinics contain no 
advertising. 

Each number includes a Cumulative Index. A 3-year Cumulative Index in the De- 
cember issue gives volume and page reference for all subjects mentioned during 
the previous three years. The Clinics are economical. They cost less than your 
daily newspaper over the year—Clothbound—$18.00 per year, Paperbound—$15.00 
per year. Sold only by the year of six consecutive numbers. 

Why not start your subscription with the current Mayo Clinic Number described 
on the opposite page. You need merely fill out and mail the handy order form. 


Forthcoming Numbers 


October 1959 Nationwide Number: Recent Advances in Surgery of the Gastro- 
intestinal Tract—Robert Turell, Consulting Editor. December 1959 Number from 
Detroit: (1) The Surgeon’s Armamentarium—Conrad Lam, Henry Ford Hospital, 
Consulting Editor. (2) Preoperative and Postoperative Care—Harry C. Saltzstein, 
Harper Hospital, Consulting Editor. February 1960 Number from Chicago: 
Peripheral Vascular Disease—Ormand C. Julian, Consulting Editor. 


See Opposite Page for Description of Current Symposium 


THE JOURNAL of the American Medical Association is published weekly by the American Medical Association. Subscription, $15.00 a year, 45c a copy. Canadian $17.00, Foreign $21.50, 
Second-Class postage paid in Davton, Ohio 
Address all communications to American Medical Association, 535 N. Dearborn St., Chicago 10, IIinois 
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In the August Number 
the Surgical Clinics 


31 contributors from the world-famous Mayo 
Clinic and Mayo Foundation describe here the 
clinic’s methods of diagnosis and treatment for 
a wide range of urologic and gynecologic 
problems, The topics discussed are of particu- 
lar interest to the general surgeon. Approach 
is exceptionally practical, with theory at a 
minimum. Operative technique is elaborately 
illustrated. 


Some of the most timely articles are those on: 
partial nephrectomy, infections of the uri- 
nary tract, prostatic cancer, urologic injuries, 
dyspareunia in older women and endocrine 
therapy in gynecologic disorders. See contents 
at right. 


From the August Number—One of a series of 
illustrations showing various steps in operation 


for urinary stress incontinence. 
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SURGICAL CLINICS OF NORTH AMERICA 
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and Its Management—James C. Broadbent, Guy W. Daugherty, John A. 
Callahan, Frank T. Maher 

a of Urinary-Vaginal Fistulas—Laurence F. Greene, Robert B. 

itin 

The Management of Carcinoma In Situ of the Cervix—Elizabeth Mussey 

The Management of Invasive Carcinoma of the Cervix—David G. Decker 

The Vaginal Removal of the Cervical Stump—John S. Welch, Virgil S. 
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NEWLY PUBLISHED LEA & FEBIGER BOOKS 


Goldberger—Water, Electrolyte 
and Acid-Base Syndromes 


By EMANUEL GOLDBERGER, M.D., F.A.C.P. 
Lecturer in Medicine, Columbia University, New York 


NEW BOOK 


This is a clinical, highly effective guide on how to rec- 
ognize and how to treat the common and less frequent 
syndromes associated with water, electrolyte and acid- 
base disturbances. Syndromes are described clearly. 
Acid-base disturbances are presented in the newer con- 
cepts of what an acid and a base are, rather than in 
the confusing concept of “alkaline reserve.” The text is 
complete, yet concise and easily understood. 


New and simple methods of diagnosing and differen- 
ree bag various forms of low-sodium syndromes are 
described, as well as methods of treating patients. This 
cs of the book is based on the original material 
or which Dr. Goldberger was awarded the 1957 Merit 
H. Cash Prize of the Medical Society of the State of 
New York. A clarification of many problems in termi- 
nology is included. References conclude each chapter. 


New. 322 Pages, 54%" x 7%”. 38 Tables, Charts & Diagrams. $6.00 


Cozen—Office 
Orthopedics 


By LEWIS COZEN, M.D. 


Attending Orthopedic Surgeon, Cedars of Lebanon Hospital, Los Angeles; 
Senior Attending Orthopedic Surgeon, Los Angeles County General Hos- 
oe focietees Professor of Orthopedic Surgery, College of Medical 
Svangelists. 


NEW 3rd EDITION 


In an intensely practical manner, Dr. Cozen presents 
procedures which physicians in general practice can 
use daily in the office or clinic treatment of orthopedic 
cases. Although treatment is stressed, full attention is 
paid to diagnosis. For this edition new technics and 
new illustrations have been added throughout and 
every subject brought up to date. The use of intra- 
articular hydrocortisone is emphasized, with detailed 
directions for its use. Illustrated corrective exercises 
and a chapter on how to examine orthopedic cases for 
the law court are among many other helpful features. 


New 3rd Edition. 430 Pages. 321 Illustrations. $9.50 


LEA & FEBIGE 


Please enter my order and send the books indicated below: 
(© Check enclosed (C Bill me at 30 days. 


Joslin—Diabetic 


Manual 
By ELLIOTT P. JOSLIN, A.M., M.D., Sc.D. 


Physician, New England Deaconess Hospital; President Diabetes Founda- 
tion, Inc.; Clinical Professor of Medicine, Emeritus, Harvard Medical School. 


NEW 10th EDITION 


A practical guide for every diabetic patient! The great 
value of this long-accepted guide is its proved ability 
to teach patients to aid themselves by understanding 
their condition and by co-operating fully with their 
physician. The new oral drugs are discussed fully. 
Each copy contains an “I Am a Diabetic” card and a 
diet card. The manual is frequently purchased in 
quantities for distribution to patients. (A 10% discount 
is offered on orders for 12 or more copies, plus a 
nominal charge for postage and insurance.) 


New 10th Edition. 304 Pages, 54" x 7%". 40 Illus. 
and 1 Plate in Color. 26 Tables. $3.75 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 
Canadian Agent: The Macmillan Company of Canada, Limited, 70 Bond St., Toronto 


(We pay postage if remittance in full accompanies your order) 


() Charge under your partial payment plan. 
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and Dental from 
Professions YEAR BOOK PUBLISHERS, CHICAGO 


A report of “Year Book" Publications currently being publicized to the profession according to fields of interest 


Books inthe News 


Palumbo’s SURGICAL SERVICE GUIDE—New Book—Just Published!—This handy little volume 
is the outgrowth of a manual used for 13 years by the author for his surgical 
service staff and for his postgraduate residency training program. It stresses the 
fact that the surgical operation is only one phase of the management of the surgical 
patient. Virtually every surgical disorder is covered, including thoracic, urologic, 
orthopedic and neurologic. Such important aspects as fluids and electrolytes, pre- 
and postoperative complications, diagnostic and follow-up procedures, dietetics, 
etc., are integrated with management of specific entities. By LOUIS T. PALUMBO, M.D., 
Chief, Surgical Service, VA Center, Des Moines, Iowa. Clinical Professor of Surgery, 
College of Medicine, State University of Iowa. 208 pages; illustrated. $6.00. 


Kjeliberg et al.—DIAGNOSIS OF CONGENITAL HEART DISEASE—New 2nd Edition—As one of the 
truly outstanding medical works of the times, announcement of a new edition is 
worthy of the attention of all who teach, study and practice in the area covered. To 
accommodate the vast amount of new knowledge, the new edition is 35 per cent larger. 
Some 400 illustrations have been added. Case material has been almost doubled. Four 
entirely new chapters have been added. A remarkable book has been made even more so 
by complete revision. By SVEN ROLAND KJELLBERG, EDGAR MANNHEIMER, ULF RUDHE, and 
BENGT JONSSON, the Cardiologic Team at the Pediatric Clinic, Karolinska Sjukhucet, 
Stockholm, Sweden. 866 pages; 2200 illustrations on 727 figures; $28.00. 


Hoffman’s BIOCHEMISTRY OF CLINICAL MEDICINE—New 2nd Edition—The author’s personal 
experience as a teacher of graduate and undergraduate students, his rounded 
background as both internist and biochemist are dominantly apparent. No opportunity 
has been lost to bring the entire book up—to-—date. There are some 50 major additions 
and changes, plus innumerable other modifications and improvements. A really 
excellent text. By WILLIAM S. HOFFMAN, Ph.D., M.D., Professorial Lecturer in 
Medicine, University of Illinois. Formerly Director of Biochemistry and currently 
Consultant, The Hektoen Institute for Medical Research, Cook County Hospital, 
Chicago. 734 pages; illustrated. $12.00. 


Greenhill’s OFFICE GYNECOLOGY —New 7th Edition—Rare is the medical book on any 
subject that has been as widely distributed, as frequently consulted as this. It is 
one of the top medical best sellers both in this country and abroad. With good 
reason, too, since it is literally a fountain of knowledge and practical guidance to 
operative and nonoperative procedures in gynecology which may be safely executed in 
the office. The New 7th Edition is a typical Greenhill revision; three new chapters 
on pediatric gynecology, office geriatric gynecology and intersexuality plus a page 
by page updating of the entire book. By J. P. GREENHILL, M.D., Michael Reese and 
Cook County Hospitals, Chicago. 572 pages; 230 illustrations on 145 figures. $9.00. 


ORDER FORM AMA 6.-1-59 
The Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, Ill. 
Send and bill subject to 10 days’ approval. 
Surgical Service Guide, $6.00 Office Gynecology, $9.00 


(1 Diagnosis of Congenital (] Biochemistry of Clinical 
Heart Disease, $28.00 Medicine, $12.00 
Intern’: Manual $3.00 


Just published ! 
BERNSTEIN’S 
INTERN’S MANUAL 


New 2nd Edition 
294 Pages 
Illustrated 

$3.00 
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Whenever Children Are 


Part of the Picture . . 


New! Krugman-Ward 
INFECTIOUS DISEASES 
OF CHILDREN 


Authoritatively written by two clinicians and 
educators, this new Mosby book provides you 
with a concise, handy guide to the recognition 
and management of infectious diseases in chil- 
dren, Unlike many other books which either 
limit themselves to discussion of viral and 
rickettsial diseases or to bacterial infections or 
include almost all infectious diseases, this book 
emphasizes the clinical aspects of 29 common 
infectious diseases. The authors cover the etiol- 
ogy, pathology, clinical manifestations, diagnosis 
and differential diagnosis, complications, prog- 
nosis, epidemiologic factors, treatment and pre- 
vention of each disease. 

By SAUL KRUGMAN, M.D., iate P of Pediatri 
New York University College of Modicinas Visiting Pediatri- 
cian, Bellevue Hospital; and Director, Communicable Disease 
Unit, Bellevue Hospital Center; ond ROBERT WARD, M.D., 
Professor and Head of the Department of Pediatrics, Uni- 
versity of Southern California; Physician-in-Chief, pce s 


Hospital, Los Angeles, Colifernic. New. 1958, 340 p 
6%" x 9%", 44 illustrations, 7 color plates. Price, $i0'00, 


New! Patton 
PEDIATRIC INDEX 


Encompassing almost any situation a doctor may 
be confronted with, PEDIATRIC INDEX is a 
practical, easy-to-use guide to current thought 
in diagnosis and management of almost any 
problem involving the child—medical, surgical, 
orthopedic, eye, ear, nose, throat, allergic, neuro- 
logic, mental, psychological and even social. 
It's as easy to use as a dictionary! You are 
directed from an alphabetically-arranged section 
of complaints, symptoms and physical signs 
through to the presumptive diagnosis. For con- 
venience this 321 page section is arranged by 
symptoms, the part of the body affected and 
tentative diagnosis. Later sections provide you 
with a means of clinching a definite diagnosis 
and discuss the therapeutic treatment considered 
best. 

By EDWIN F. PATTON, M. D., Assistant ead of Pedi- 
atrics in the College of A os 

Former Associcte Medical of the Child 


Health Association in New York. New. 1958, 639 pages, 
6%" x 10”. Price, $13.50. 


At Your Favorite Bookstore; 
From Our Personal Sales Representative; 
Or Order on 10 Day Approval From 


You can be assured of sound clinical help 
from these new Mosby books 


Just Published! Smith 
ANESTHESIA FOR INFANTS AND 
CHILDREN 


Based on practice in one of the most important pediatric medical centers in 
the world, this new book is an authoritative, up-to-date and complete 
presentation of all phases of pediatric anesthesia. You will find a wealth of 
valuable information you can use immediately—on local, regional and general 
anesthesia, the choice and use of agents, the child’s response to anesthesia, 
pre-operative and post-operative care of normal and abnormal patients during 
surgery, discussions of complications and a statistical study of mortality in 
10,000 consecutive pediatric operations. Dr. Smith’s new book provides back- 
ground material on physiology, surgery and pediatrics to give you a more 
complete understanding of anesthetic problems. It presents basic anesthetic 
techniques in step-by-step detail, giving the thorough reasoning behind each 
method. The special sections on anesthesia for newborn and young infants 
are particularly valuable and cannot be found elsewhere. Stimulating discus- 
sions of hypnosis, hypotensive and hypothermic techniques, recent develop- 
ments in anesthesia for thoracic surgery, relaxant drugs and anesthesia for 
open-heart surgery add to the value of this book. Anesthetic agents and 
techniques are offered in convenient table form. 

By ROBERT M. SMITH, M.D., Anesthesiologist, The Children’s Medical Center, Boston, Massa- 


chusetts; Assistant Clinical Prof of ia, Harvard Medical School. Just published. 
1959, 418 pages, 6%" x 9%", 182 illustrations. Price, $12.00. 


Sherman-Kessler 
ALLERGY IN PEDIATRIC PRACTICE 


This well written Mosby book provides more direct and practical information 
on the more common allergic problems in children for general physicians and 
pediatricians without special training in allergy. For this reason it has re- 
ceived the high praise of reviewers in both the general and specialized jour- 
nals, The A. M. A. Archives of Dermatology said: “Especially noteworthy is 
the sensible attitude toward the entire subject, treatment, value of skin testing, 
and particularly the role of emotional factors in allergic disease.” General 
Practice—the Journal of the West commented: “This book is a must for the 
general practitioner.” ’ And the Review of Allergy and Applied Immunolog 
added: “The attention of the reader is focused on those diseases in an 
allergic procedures have proved of real value.” 


You can turn to this book with confidence for advice on methods and views 
proven in actual practice—the latest methods of testing, treatment with drugs 
such as the antihistamines, adrenergic drugs and steroids, various aspects of 
injection treatments, and many more of the most up-t to-date management 
procedures, 

By WILLIAM B. SHERMAN, M.D., Associate Clinical Professor of Medici Col y 
College of pe sicians and Surgeons; ond WALTER R. KESSLER, M.D.,  Ph.D., Instructor in 


Pediatrics, umbia University College of Physicians and Surgeons. 1957, 296 pages, 
6%" x Price, $9.25. 


hie Uni 


The C. V. Mosby Company 
3207 Washington Boulevard ¢ St. Louis 3, Missouri 
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LESS RESTRICTEDs NIGHT-TIME 

IN ELDERLY PATIENTS, FOR INSTANCE: DORIDEN’ 
nonbarbiturate Doriden provides 4 to 8 hours of sleep without the pre- 
excitation and later “hangover” sometimes encountered with barbiturates. 
Doriden is well tolerated. It is especially useful in the many older pa- 
tients who cannot tolerate barbiturates or who, because of continued use, 
require such high dosages that respiration may be depressed. *Doriden 
is usually not contraindicated where renal and hepatic disorders are pres- 
ent. *Doriden rarely causes pre-excitation; onset is smooth, rapid. *Doriden 


is metabolized quickly, thus rarely produces “hangover” and “fog.” 
SUPPLIED: Tablets, 0.5 Gm., 0.25 Gm, and 0.125 Gm. 
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Of course, women like “Premarin” 


fever for the menopause syn- 
drome should relieve not only the 
psychic instability attendant the con- 
dition, but the vasomotor instability 
of estrogen decline as well. Though 
they would have a hard time explain- 
ing it in such medical terms, this is 
the reason women like “Premarin.” 

The patient isn’t alone in her de- 


votion to this natural estrogen. Doc- 
tors, husbands, and family all like 
what it does for the patient, the wife, 
and the homemaker. 

When, because of the menopause, 
the psycheneeds nursing—“Premarin” 
nurses. When hot flushes need sup- 
pressing, “Premarin” suppresses. In 
short, when you want to treat the 


whole menopause, (and how else is 
it to be treated?), let your choice be 
“Premarin,” a complete natural es- 
trogen complex. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 2 
16, N. Y. Montreal, Canada 
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the advantages of oil suspension 

rapid even coverage on eye, lids, fornices ... 
resists dilution by lacrimation maintains 
effective antibiotic concentrations 


the effectiveness of ACHROMYCIN 

rapid suppression of common cocci and ba- 
cilli and of susceptible viruses—whether the 
primary infection or a complication of irrita 
tion, trauma, or inflammatory disease .. . fast 
resolution of swelling, erythema, and lesions 
... excellently tolerated 


in the unique dropper-bottle 

precise measurement of dose ... clean... 
minimizes contamination ...4 cc. plastic 
squeeze dropper-bottle; 10 mg. (1%) ACHRO- 
MYCIN Tetracycline HCI per cc. sesame oil 
suspension 


wih 


CHROMYCIN 


etracycline Lederle 


OPHTHALMIC OIL SUSPENSION 1% 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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patients have received 


highly acclaimed because of its 90% effectiveness... 
widely accepted because of less than 2% side effects 


IN RESPIRATORY AND OTHER INFECTIONS — In more than 15,000 reported 
cases, Madribon has demonstrated remarkable effectiveness, characterized by rapid 
control of symptoms and disappearance of inflammation and infection. The action 
of Madribon is rapid and sustained, with minimal side effects. 


IN CHRONIC INFECTIONS — Because it can be administered economically over 
long periods of time, Madribon is particularly useful in chronic bacterial infec- 
tions. Even when Madribon was administered for as long as twelve months in a 
substantial number of reported cases, it was found to be well tolerated. 


Madribon in 125 mg 


The fastest growing antibacterial bibliography: 

1. J. D. Young, Jr., W. S. Kiser and O. C. Beyer, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 
53-56, Feb. 1959. 2. J. C. Elia, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 61-64, Feb. 1959. 
3. E. H. Townsend and A. Borgstedt, Antibiotics Annual 1958-1959, New York, Medical Ency- 
clopedia, Inc., 1959. 4. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. Jennings, Antibiotic Med. & 
Clin. Therapy, 6: (Suppl. 1), 32-39, Feb. 1959. 5. S. Ross, J. R. Puig and E. A. Zaremba, Anti- 
biotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959. 6. H. P. Ironson and 
C. Patel, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 40-43, Feb. 1959. 7. T. D. Michael, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 57-60, Feb. 1959. 8. W. A. Leff, Antibiotic Med. 
& Clin. Therapy, 6: (Suppl. 1), 44-48, Feb. 1959. 9. J. F. Glenn, J. R. Johnson and J. H. Semans, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 49-52, Feb. 1959. 10. W. P. Boger, Antibiotics 
Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959. 11. B. A. Koechlin, W. Kern and 
R. Engelberg, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 22-31, Feb. 1959. 12. R.J. Schnitzer 
and W. F. DeLorenzo, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 17-21, Feb. 1959. 13. R. J. 
Schnitzer, W. F. DeLorenzo, E. Grunberg and R. Russomanno, Proc. Soc. Exper. Biol. & Med., 
99:421, 1958. 14. W. F. DeLorenzo and R. Russomanno, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 14-16, Feb. 1959. 15. B. Fust and E. Boehni, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 3-10, Feb. 1959. 16. W. F. DeLorenzo and A. M. Schumacher, Antibiotic Med. & 
Clin Therapy, 6: (Suppl. 1), 11-13, Feb. 1959. 17. O. Brandman, C. Oyer and R. Engelberg, 
J. M. Soc. New Jersey, 56:24, Jan. 1959. 18. L. O. Randall, R. E. Bagdon and R. Engelberg, 
Toxicol. & Appl. Pharmacol., 1:28, Jan. 1959. 


*This figure does not include the millions of patients who have received Madribon outside of the United States. 


MADRIBON®— brand of sulfadi i i y Ifanilemido-1,3-diazine) 
MADRIQID™*- 
ROCHE® 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 « N.4, 
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A moderate 
low-fat 
well-balanced 


breakfast for 


a woman of 25 years 


The basic cereal and milk breakfast as shown below is 
well bala,.ced because it provides “‘Women, 25 Years” 
with approximately one-fourth of the recommended 
dietary allowances! of complete protein, important B 
vitamins, essential minerals; and provides quick and 
lasting energy. This breakfast is moderately low in fat 


because its fat content of 10.9 gm. provides 20 per cent 
of the total calories. The lowa Breakfast Studies proved 
for young women that a basic cereal and milk breakfast 
maintained mental and physical efficiency during the 
late morning hours and that it was superior in doing so 
when compared either toa larger or smaller morning meal. 


recommended dietary allowances* and the nutritional contribution of a moderate low-fat breakfast 


Menu: Orange Juice—4 oz.; 
Cereal, dry weight—1 oz.; 
Whole Milk—4 oz.; Sugar—1 teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—5 gm. (about | teaspoon); 
Nonfat Milk—8 oz. 


Niacin Ascorbic 
Riboflavin equiv. Acid 


Vitamin 


Nutrients Calories Protein Calcium Iron Thiamine 


Totals supplied by 
Basic Breakfast** 503 


Recommended Dietary' 
Allowances— Women, 25 
Years (58 kg.—128 Ib.) 2300 


Percentage Contributed 
by Basic Breakfast 21.9% 


20.9 gm. 0.532 gm. 2.7 mg. 5881.U. 046mg. 0.80 mg. 7.36mg. 65.5 mg. 


5000 I.U. 
11.8% 


58 gm. 17 mg. 


43.3% 


1.2 mg. 1.5 mg. 


38.3% 


0.8 gm. 12 mg. 70 mg. 


36.0% 66.5% 22.5% 53.3% 93.6% 


' The allowance levels are intended to cover individual variations 
among most normal persons as they live in the United States under 
usual environmental stresses. Calorie allowances apply to 
individuals usually engaged in moderate physical activity. For 

office workers or others in sedentary occupations they are excessive. 
Adjustments must be made for variations in body size, age, 

physical activity, and environmental temperature. 


*Revised 1958. Food and Nutrition Board, National Research 
Council, Washington, D.C. 

**Cereal Institute, Inc.: Breakfast Source Book. Chicago: Cereal 
Institute, Inc., 1959. 


Watt, B. K., and Merrill, A. L.: Composition of Foods— 
Processed, Prepared. U.S.D.A. Agriculture Handbook No, #3 "i950. 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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for prompt control of 


senile agitation 


THORAZINE* 


(chlorpromazine, S.K.F.) 


‘Thorazine’ can control the agitated, belligerent senile and 
help the patient to live a composed and useful life. 


( Smith Kline & French Laboratories 


*T.M, Reg. U.S. Pat. Off. 
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for all your 
patients 
starting 


on corticoids 


Kenacort provides these important 
advantages ... excellent 

corticoid activity on a low dosage 
schedule?? without edema,!~ 
psychic stimulation, '-3 or adverse 
effect on blood pressure;!-3.5 

a low sodium diet is not 
necessary;*.> and gastrointestinal 
disturbances are usually 
negligible.24.5 Because of these 
benefits, Kenacort starts all 

your patients off right — even your 
“problem” patients, such as 

the obese, the hypertensive, or 

the emotionally disturbed. 


REFERENCES: + 1. Freyberg, R. H.; Berntsen, 


C. A., Jr., and Hellman, L: Arth, & Rheum. 
1:215 (June) 1958. + 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97 (March) 1957. 


+ 3. Shelley, W.B.; Harun, J.S., and Pillsbury, 


D. M.; J.A.M.A, 167:959 (June 21) 1958. 

+ 4. Dubois, E.L.: California Med. 89:195 
(Sept.) 1958. + 5. Hartung, E.F.: J.A.M.A. 
167:973 (June 21) 1958. 


SQUIBB TRIAMCINOLONE 


for all your 
allergic* 
patients 
requiring 
corticoids 


Kenacort usually provides rapid relief of 
allergic manifestations because of 

its potent antiallergic and 
anti-inflammatory activity. Kenacort 
often proves effective where other 
steroids have failed. For example, 

in bronchial asthma, Kenacort therapy 
improves ventilation and increases 

vital capacity;2 dyspnea and 
bronchospasm are usually relieved 
within 48 hours; and sibilant rales 
frequently disappear. As in all 
indications, rapid clinical improvement is 
obtained on a low dosage schedule!- 
without the development of 

edema,!-4 elevated blood pressure!-3.5 
or psychic stimulation." 


*ASTHMA AND ALLERGIES — major indications 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 


KENACORT 
43 A SQUIBB TRADEMARK 
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prompt control of 


acute 
alcoholism 


THORAZI N E* Injection 


Ampuls and Multiple dose vials 


@ Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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The joy of belonging in epilepsy. Today, as never before, the epileptic child can look for- 
ward to a life unburdened by the constant and crippling fear of being différent. With a choice 
of seizure-preventing drugs available to him at every stage of his wk BR he may take 
his place with friends or family .. . work... play ... belong . . . with a{freedom undreamed 
of in thé past. Presented here are five distinguished anticonvulsants that can help you give 
his mogt Yrécious of all gifts: a normal life. ANTICONVULSANTS BY ABBOTT 


PEGANONE?® (€thotoin, Abbott) A hydantoin of exceptionally low toxicity for grand otor seizures. 
PHENURONE® (Phenacemide, Abbott) Often effective where other therapy fails in grand mal, petit mal, psychomotor and 
mixed seizures. GEMONIL?® (metharbita!, Abbott) Relatively non-toxic, for grand mal, petit mal, myoclonic and mixed 
seizures symptomatic of organic brain damage. TRIDIONE® (Trimethadione, Abbott) PARADIONE® (Paramethadione, Abbott) 
Homologous agents for symptomatic control of petit mal, myoclonic and akinetic seizures. Literature available on request. 
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for prompt and sustained relief from 
severe mental and 


emotional 


THORAZINE* SPANSULE% capsules 


chlorpromazine, S.K.F. sustained release capsules, S.K.F. 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 
@ Smith Kline & French Laboratories 


*T.M, Reg. U.S. Pat. Off. 
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now...a new agent 

to relieve pain 

and stiffness in muscles 
w Exhibits analgesic properties which 


often modify central perception of pain without 
abolishing natural defense reflexes 


@ Relaxes abnormal tension of skeletal muscle 


N-isopropy!-2-methyl-2-propyl-1, 3-propanediol dicarbamate CARISOPRODOL 


In muscle stiffness, pain or spasticity associated with back 
pain, bursitis, sprains, strains, and bruises, whiplash and other 
traumatic injuries, inflammatory and degenerative muscle 
complaints. 

Soma often makes possible reduction or elimination of steroids, 
salicylates, sedatives and narcotics. Many patients reported 
they feel better and sleep better. 

RAPID acTING. Pain-relieving and relaxant effects start within 
30 minutes and last for at least 6 hours. 

WELL TOLERATED. Toxicity is extremely low. No effects on 
liver, endocrine system, blood pressure, blood picture or urine 
have been reported. Some patients may become sleepy on 
higher than recommended dosage. 

EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times 
daily and at bedtime. 

supped: Bottles of 50 white coated 350 mg. tablets. 


Literature and samples on request. 


WALLACE LABORATORIES, NEW BRUNSWICK, N. J. Wy 
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Acute exacerbation of contact dermatitis 


Treatment 


see next page |, 


(Courtesy of William C. Grater, M.D., Dallas, Texas) 
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After A Days of treatment with 
only 1 mg. q.i.d. of Decadron‘¢) 


DEXAMETHASONE 


Additional literature is available to physicians on request 


i 
» 


After Days of with 
only 1 mg. q.i.d. of Decadron‘¢7 


DEXAMETHASON 


Photo 6 days following the discontinuation of therapy 
: Qo) Merck Sharp & Dohme oivision of merck & CO., Inc., PHILADELPHIA 1, PA. 


DECADRON is a trademark of Merck & Co., Inc. 
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When the emotional component of premenstrual tension becomes 
severe enough to interfere with normal activities and _ relationships, 
PROZINE is usually advantageous. It is designed for the treatment of 
moderate to severe emotional disturbances, either alone or complicated 
by organic symptoms. 

PROZINE acts on both the thalamic and hypothalamic areas of the brain. 
As a result, PROZINE helps the physician control motor excitability as 
well as apprehension and agitation. This dual effect permits low dos- 
ages, which minimize side-effects and encourage the use of PROZINE in 
everyday practice. 


meprobamate and promazine hydrochloride, Wyeth 


is SPECIFIC CONTROL THROUGH DUAL ACTION 


*Trademark Philadelphia 1, Pa. 
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when a walk 
down nature’s trail 
leads to poison ivy 


METI-DERM 


Aerosol 


sprays ‘‘Meti’’ steroid benefits 


directly on skin lesions 
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itching and discomfort take flight 
with the instant cooling relief of 


METI-DERM Aerosol 


“hands off” topical skin therapy in allergic and inflammatory dermatoses 


and when infection enters the picture 
METI-DERM with Neomycin Aerosol 


Each available: 50 Gm. and 150 Gm, spray containers 


also in standard dosage forms 


METI-DERM Cream 0.5% 
METI-DERM Ointment with Neomycin 
Tubes of 10 and 25 Gm. 


Meti,® brand of corticosteroids. 
Meti-DerM,® brand of prednisolone topical. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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tetravitrate) 


(PETN + ATARAX) 


osage: Begin with 1 to 2 yellow CARTRAX Supplied: In bottles of 100. 
mg. me. References: 1. 1. H, Postgrad. Med. 19:568 (June) 
to 4 times daily en indica’ Symposium on 
this may be increased b y switching to pink Management of ‘Cardiovascular Problems of the Aged, Dade 
Canis’ “90” we wi {20 mg. PETN plus County Medical Association, Miami Beach, April 12, 1958. 
10 mg. ATARAX). New York 17, N. Y. 


Division, Chas. Pfizer & Co., Inc. 
For convenience, write “CARTRAX 10” or % 
“CARTRAX 20° Science for the World’s Well-Being 
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Forand Bill Status . . 

Senate Urged to Help Nursing Homes . 
International Medical Research . . 
Government Employees’ Health Insurance . . 
Further Hearings on Problems of Aged . . 


FORAND BILL PROSPECTS 


The controversial Forand bill to add health care 
for the elderly to the Social Security system may 
not be acted on by Congress this year. After the 
House Ways and Means Committee ended five days 
of hearings on the measure in July, supporters of 
the bill said they did not expect action until next 
year. Sponsor of the legislation, Rep. Aime Forand 
(D., R. I.), said, “in view of the heavy agenda of the 
committee, I don’t think we will be able to get this 
legislation to the floor before adjournment this 
session.” 

The administration, the American Medical Asso- 
ciation, and numerous other organizations have 
urged the lawmakers to reject the bill on the 
grounds that the problem is being solved on the 
local level, that the bill would lead eventually to 
complete federal control of medicine in this coun- 
try, and that it would cancel the progress made so 
far through private, voluntary means. 

Representative Forand said after the sessions that 
he realized the hearings on the subject were not 
conclusive and that he was open to any alternative 
proposal that would work. He suggested that the 
subject of health care for the elderly be reviewed 
thoroughly, perhaps by a special subcommittee that 
would hear from all interested groups. 

One of the final witnesses was Dr. R. B. Robins, a 
member of the Board of Trustees of the American 
Medical Association. He testified on behalf of the 
American Academy of General Practice. He de- 
clared that the Forand measure is compulsory 
national health insurance on a limited scale. If it 
became law, he testified, compulsory national health 
insurance for everyone could soon result. 

Dr. Robins described the quality of medical care 
he found in England on a recent trip. He said that 
in his opinion the quality has aivioully deteriorated, 
with long queues of patients waiting for hours to 
see physicians. Medicine in England, he said, is 
practiced on an assembly-line basis and is a cold, 
impersonal process. Physicians there are dissatisfied 
pen. are leaving the country, said Dr. Robins. 

Another witness, E. J. Faulkner, testifying on 
behalf of the Health Insurance Association of Amer- 
ica, said that addition of health care benefits to 
federal old age and survivors disability insurance 
benefits “would retard the rapid progress of volun- 
tary health insurance and impose an increasingly 
heavy tax burden on workers and employers.” 

The cost of the program, he said, would be enor- 
mous—ranging from 2 billion dollars for the first 


year to 7 billion dollars by 1980. Eventually old-age 
tax deductions would amount to between 10 and 
15% of payrolls, Faulkner testified. 

Dr. F. J. L. Blasingame, executive vice-president 
of the A. M. A., oad after the hearings that “the 
medical profession welcomed the opportunity to 
demonstrate to Congress that, although things are 
not perfect, much progress has been made in meet- 
ing the health care needs of the aged without inter- 
vention by the federal government. 

“It was shown that it would be most unfortunate 
for the federal government to move in for political 
reasons and attempt in a compulsory fasten to 
solve by legislation problems which are being 
thoughtfully at the state and local levels 
by the medical profession and other dedicated 
members of the health team. 

“Spokesmen for state medical societies, in testi- 
mony and statements for the record, reported en- 
commeng progress. It added up to a creditable 
record. 

“If government intervention, along the lines of 
the Forand bill, should occur, it would result, un- 
fortunately, in the end of many of these voluntary 
programs. 


A. M. A. URGES NURSING-HOME PROGRAM 


The American Medical Association asked Con- 
gress to approve an insured loan program for pro- 
prietary nursing homes as part of any over-all hous- 
ing measure before the lawmakers. 

In a letter to a Senate banking subcommittee, 
which is starting a new round of sessions on housing 
legislation, Dr. F. J. L. Blasingame, A. M. A. execu- 
tive Vice-president, said the A. M. A. actively sup- 
wires the nursing-home provision in a catch-all 

ousing bill vetoed by President Eisenhower earlier 
this year. 

“We believe there is a critical need for new and 
improved facilities tailored to the specific health 
requirements of older citizens,” said Dr. Blas- 
ingame in a letter to subcommittee chairman John 
Sparkman (D., Ala.). The American Nursing Home 
Association and other organizations, he said, “have 
accumulated evidence over recent years showing 
that they cannot provide service of the desired 
quality or quantity, because they are unable to 
obtain the credit they need on reasonable terms to 
permit them to increase the number and size of 
adequate nursing-home facilities.” 

The provision would authorize guarantees by the 
eden! Housing Administration of loans for con- 
struction or improvement of proprietary nursing 
homes. Dr. Blasingame declared that there is an 
immediate need for such guarantees for proprietary 
homes, “since according to the latest statistics over 
70% of nursing-home patients are cared for in such 
facilities.” 

The A. M. A. official also proposed eliminating a 
requirement in the previous housing bill that state 
Hill-Burton authorities decide whether there is a 
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need for the guarantees. The program should be 
administered by the FHA, and it should be sufficient 
that the homes meet standards established by the 
state, he said. 


INTERNATIONAL HEALTH MEASURE 
BACKED 


A House commerce subcommittee launched hear- 
ings on the Senate-passed bill establishing a 50- 
million-dollar international medical research pro- 
gram. Witnesses at the first round of hearings urged 
congressional approval of the measure, not only to 
spur medical knowledge but to improve inter- 
national relations. 

The administration’s views were scheduled to be 
presented at a second series of hearings starting 
early in August. Arthur S. Flemming, Secretary of 
Health, Education, and Welfare, has opposed some 
provisions of the measure, including the flat 50- 
million-dollar yearly authorization. 

One of the first witnesses, Dr. Howard A. Rusk, 
executive vice-chairman of Committee on Health 
for Peace, told the subcommittee, headed by Rep. 
Kenneth Roberts (D., Ala.), that the first-year cost 
for the research program would probably be only 
10 or 15 million dollars. He noted that the fiscal 
year has already started and there would not be 
time to get the program into full operation for the 
entire year, even if Congress clears the bill this 
session. 

Also supporting the bill were Gen. Omar N. 
Bradley, chairman of the Committee on Health for 
Peace, and Major Gen. Melvin J. Maas, chairman of 
the President's Committee on Employment of the 
Physically Handicapped. 

General Bradley said the legislation would make 
it possible for the United States to support and 
coordinate medical research in foreign countries 
which could result in “pay-off” answers to killing 
diseases like cancer and heart disease. 

In a statement to the subcommittee the American 
Medical Association reiterated its support of the 
measure. 


HEALTH INSURANCE FOR GOVERNMENT 
WORKERS 


The Senate overwhelmingly approved, by a vote 
of 81 to 4, a program of voluntary health insurance 
for United States employees. The House Post Office 
and Civil Service Committee immediately slated 
hearings on the legislation. 

The twin actions enhanced prospects for passage 
of the measure this year. Despite administration 
opposition to some features of the Senate-passed 
bill, most Senate Republicans joined with the Demo- 
crats in voting for it. 

The American Medical Association renewed its 
support of the principle of the legislation in a state- 
ment submitted to the House committee headed by 
Rep. Tom Murray (D., Tenn.). Dr. F. J. L. Blas- 
ingame, A. M. A. executive Vice-president, said the 
organization continues to endorse legislation which 
would authorize the Civil Service Commission to 
make availabie on a voluntary contributory basis 
group hospital, surgical, medical, and other personal 
health benefits for civilian officers and employees 
in the federal service. 


J.A.M.A., Aug. 1, 1959 


The measure before the committee, he said, meets 
most of the ny. standards for a health insur- 
ance program drawn up by the A. M. A. Council 
on Medical Service and the Council on Legislative 
Activities. 

Dr. Blasingame proposed two amendments which 
“can be made rather easily within the framework 
of this legislation.” One would provide coverage on 
a voluntary, contributory basis for government 
workers who have already retired, and the other 
would eliminate a requirement that there be “one 
government-wide service benefit plan.” Dr. Blas- 
ingame said, “we feel that the phrase ‘one govern- 
ment-wide, while intended to eliminate the neces- 
sity of the Civil Service Commission’s entering into 
contracts with individual ‘service benefit plans, is 
unfortunate. 

“We know of no nationwide service benefit pro- 
gram which could meet the requirement of provid- 
ing service to all federal pn aa In a number 
of states, the Blue Shield programs operate indem- 
nity plans.” 

One of the chief administration objections to the 
bill is the cost to the government—an estimated 145 
million dollars a year, compared with the 105- 
million-dollar ceiling the administration had pro- 
posed. 


HEARINGS ON PROBLEMS OF 
AGED RESUME 


Sen. Pat McNamara (D., Mich.) called federal 
officials and spokesmen for national organizations 
to a series of hearings before his special Senate 
labor subcommittee in red and August to describe 
their activities in the field of aging and present their 
views and recommendations on needed action. 

“The subcommittee will be concerned with such 
matters as whether present activities and policies 
are adequate to meet the needs of the aging and 
aged es the kinds of additional legislative action 
required,” he said. 

“There is a wealth of information in the experi- 
ence and study of many voluntary organizations in 
this field, and we mean to benefit from their advice 
and consultation,” he declared. 

Some of the “top priority” problems the subcom- 
mittee will consider, he said, will include housing 
needs of the elderly, job discrimination, medical 
care, conditions of nursing homes, measures to pre- 
vent physical arid mental deterioration, adequate 
income, and “elements of insuring a productive, 
meaningful life for those who retire from regular 
employment.” 

“If we continue our present practice of relegating 
older persons to the sidelines,” said Senator Mc- 
Namara, “the financial burden for the country in the 
way of institutions for the aged will be too fantastic 
to conceive.” 

“The time has long passed,” he said, “for the 
country to be able to ignore this great domestic 
challenge of the midcentury. In the decades to 
come we should never allow it to be said that 
Americans—young and old alike—were foolhardy 
enough to waste the productive contributions of an 
expanding population of men and women reaching 
the age of 70 and beyond.” 
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Advertisement 


Pro-Banthine’...what it will do and what it 
will not do...in Peptic Ulcer 


Much consideration has been devoted 
recently to a reappraisal of the role of 
anticholinergic drugs in the manage- 
ment of peptic ulcer. 

Such reappraisal has presented no dif- 
ficulties at Searle. At no time have we 
suggested that Pro-Banthine should be 
substituted for antacids, rest, psycho- 
therapy or even common sense in man- 
aging the patient with peptic ulcer. 


Action of Pro-Banthine: 


The action of Pro-Banthine (brand of 
propantheline bromide) is simple and its 
effects, allowing for the variability of the 
human estate, are predictable. Pro- 
Banthine competes with and, in compet- 
ing, inhibits the action of acetylcholine. 
This competition is highly effective at 
parasympathetic effector sites and, ex- 
cept with high dosage, somewhat less so 
at the autonomic ganglia. 

Since parasympathetic nerves are mo- 
tor and secretory to the stomach and 
motor to the intestines, Pro-Banthine re- 
duces both motility and secretions in the 
stomach and motility in the intestines. 
These actions have often been demon- 


strated experimentally and clinically. 


What It Does: 


Relieves Pain—One of the natural con- 
sequences of the actions of Pro-Banthine 
is to reduce or to eliminate pain in pep- 
tic ulcer. Whether the pain is attributa- 
ble to acid, to excessive motility or, to 
steer a middle course, to spasm induced 
by acid, the pronounced inhibitory effect 
of Pro-Banthine on both secretion and 
motility might be expected to suppress 
the characteristic distress of ulcer. 

In point of fact, relief of pain is one 
of the most prominent effects of Pro- 
Banthine in peptic ulcer. Phrases such as 
“unexcelled” and “almost invariably ef- 
fective” dot the literature referring to it. 


Reduces Acidity—Since reduction of 
acid and rest for the hypermotile stom- 
ach and duodenum are accepted means 
of supporting the regenerative processes 
of the gastroduodenal mucosa, the phys- 
iologic modifications induced by Pro- 
Banthine should be expected to have 
therapeutic implications in the healing 
of ulcers also. They do. Not only does 
Pro-Banthine reduce gastric acid and 
motility but, through these actions, it 
also potentiates and prolongs the neu- 
tralizing property of antacids. 


Aids Healing—Schwartz, Lehman, Os- 
trove and Seibel prescribed 120 to 180 
mg. of Pro-Banthine daily for 129 ulcer 
patients and found definite evidence, 


both clinical and roentgenographic, of 
accelerated healing. 

With high doses (270 to 330 mg. daily) 
Barowsky, Schwartz and Lister reduced 
the mean duration of treatment in 
twenty-five patients with refractory ul- 
cers from 135 to 17 days. 


Helps Prevent Recurrences— Much the 
same considerations argue for the value 
of Pro-Banthine in holding the reactiva- 
tion of healed ulcers in abeyance, but 
the difficulty of regulating the diet, med- 
ication and mode of living of ulcer pa- 
tients over long periods of time makes 
assessment of the role of Pro-Banthine 
in preventing recurrences difficult. Nev- 
ertheless, in a study of 250 patients with 
established patterns of recurrence Tex- 
ter and associates found that patients 
maintained on methantheline, less potent 
analogue of Pro-Banthine, had signifi- 
cantly fewer recurrences than a control 
series taking atropine. 

Schwartz and his co-workers consid- 
ered freedom from symptoms when re- 
currences would be expected, together 
with tolerance and relief of symptoms, 
as a standard in establishing successful 
treatment in 118 of 129 patients. 


Provides Selective Action—In inhibiting 
the action of acetylcholine in the stom- 
ach and intestines Pro-Banthine also, 
though to a lesser extent, influences other 
cholinergically activated organs. That 
this influence sometimes leads to such 
secondary effects as dryness of the 
mouth, blurring of vision and hesitancy 
of urination is well known and bears con- 
sideration. It is one of the distinct advan- 
tages of Pro-Banthine that it acts more 
effectively on the gastrointestinal tract 
than elsewhere. Secondary effects usu- 
ally disappear during the course of treat- 
ment and only rarely limit therapy. 

Evidence of selective action has been 
recorded by several investigators, but the 
most interesting confirmation of this se- 
lectivity was reported by Barowsky, 
Schwartz and Lister. They prescribed 30 
to 45 mg. of Pro-Banthine every hour 
and a half, except for the hour before 
and the hour following meals, for their 
patients with refractory ulcers. They 
were surprised and gratified by how few 
anticipated side reactions materialized. 
No serious toxic effects or side reactions 
occurred. The incidence of good response 
on double or triple the usual doses rose 
from 31 to 88 per cent. 


Lowers Incidence of Failures—Variable 
results might be anticipated in a disease 
in which the psychic component plays 
such a large part and, of course, response 


to treatment does vary in patients with 
peptic ulcer. Observations of Lichstein 
and associates show that the 11 per cent 
of their patients who failed to respond to 
Pro-Banthine had deeply ingrained anx- 
iety on a psychoneurotic basis. 
Successful management of such 
patients may well depend more on the 
patient’s intelligence, the modification of 
his social environment and the skill of 
his physician in psychotherapy than on 
any medication. However, the successful 
experience of Barowsky and his col- 
leagues in using large, frequent doses of 
Pro-Banthine in patients with refractory 
ulcers might be borne in mind before 
Pro-Banthine is abandoned as ineffec- 
tive. Also worthy of trial in these patients 
is Pro-Banthine® with Dartal® (brand of 
propantheline bromide with thiopropa- 
zate dihydrochloride), which combines 
the outstanding anticholinergic action of 
Pro-Banthine with the highly efficient 
tranquilizing action of Dartal. 


What It Will Not Do: 


There are aspects of the medical man- 
agement of peptic ulcer in which Pro- 
Banthine has no demonstrable benefit. 
There is no reliable evidence that Pro- 
Banthine reduces the incidence of com- 
plications or the need for surgery. 

It will not abolish the obligation of 
physicians to evaluate each patient indi- 
vidually and to modify therapeutic meas- 
ures to each patient’s requirements. Nor 
will it do away with the necessity for the 
patient to regulate his life to the de- 
mands of his disease. But the modifying 
action of Pro-Banthine on the physio- 
logic activity of the gastrointestinal tract 
and its beneficial effects on the course of 
peptic ulcer have been established by too 
many investigators to be seriously ques- 
tioned. Wisely used in conjunction with 
other standard therapeutic measures, 
Pro-Banthine can inhibit pain, hasten 
healing and space out the intervals of 
peptic ulcer recurrence and do so with- 
out serious discomfort to the patient. 
G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 
1962 Annual Meeting, Chicago, June. 


AMERICAN 
1959 
August 


AMERICAN ASSOCIATION OF ELECTROMYCOGRAHPY AND ELECTRODIAGNOSIS, 
Mayo Clinic, Rochester, Minn., Aug. 29-30. Dr. Edward Lambert, Mayo 
Clinic, Rochester, Minn., Program Chairman. 

Amenican Concress or Puysicat Mepicine AND REHABILITATION, Hotel 
Leamington, Minneapolis, Aug. 30-Sept. 4. Miss Dorothea C. Augustin, 
30 N. Michigan Ave., Chicago 2, Executive Secretary. 

AmeEnican Dietetic Association, Statler Hilton, Los Angeles, Aug. 25-28. 
Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, Executive 
Secretary. 

American Hosprrat Association, Statler Hotel, New York City, Aug. 
24-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VETERINARY MepicaL Association, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28. H. E. Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

BioLocicaAL Puorocrapnic Association, Inc., Sheraton-Mount Royal 
Hotel, Montreal, Canada, Aug. 31-Sept. 3. Miss Jane H. Waters, Box 
1668, Grand Central P, O., New York 17, Executive Secretary. 

NATIONAL Mepicat Association, Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

Nevapa State Mepicar Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S, Arlington Ave., Reno, Nev., Chairman. 

Noxruwest Procro.ocic Society, Timberline Lodge, Mount Hood, Ore., 
Aug. 26-29. Dr. John L. McKay, 645 Medical Dental Bldg., Seattle 1, 
Secretary-Treasurer. 

Rocxy Mountars Rapro.ocicar Socrety, Shirley-Savoy Hotel, Denver, 
Aug. 20-22. Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, Secre- 
tary-Treasurer. 

Socrery vor CLINICAL AND EXPERIMENTAL Hypnosis, Fairmont Hotel, 
San Francisco, Aug. 3-5. Dr. Irving Schwartz, 2340 Sutter St., San 
Francisco 15, Chairman, Program Committee. 

SourHeasTeRN OxkLAHnoMA CiinicAL Symposium, McAlester Clinic, Mc- 
Alester, Aug. 8-9, Mr. Charles A. Miller, McAlester Clinic, McAlester, 
Okla., Business Manager. 

West State Mepicat Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


September 


AMERICAN AssociATION OF MepicaL Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS AND GyNECOLOGISTs, The 
Homestead, Hot Springs, Va., Sept. 10-12. Dr. E. Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N, H., Sept. 24-26. Dr. William T. Fitts Jr., 
3400 Spruce St., Philadelphia 4, Secretary. 

Amenican or GASTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director. 

AmenicaAN CoLLeGe or SurGEONS, The Traymore Hotel, Atlantic City, 
N, J., Sept. 28-Oct. 2. Dr, Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

Amentcan or Surnceons, Cuapren, Statler Hotel, Cleve- 
land, Sept. 11-12. Dr. Berton M. Bogle, 311 S. Market, Troy, Ohio, 
Secretary-Treasurer. 

AmeEnicAN RoentTGEN Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept. 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN Socrery or CiinicaL Parno.ocists, The Palmer House, Chi- 
cago, Sept. 7-11. Mr. Claude E. Wens, 2052 N, Orleans, Chicago 14, 
Executive Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GyNECOLOGISTS, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S$. Michigan 
Ave., Chicago 3, Secretary. 

Co..ece or AMERICAN Parno.ocists, The Palmer House, Chicago, Sept. 
6. Dr. Arthur H. Dearing, Suite 2115, Prudential Plaza, Chicago 1, 
Executive Director. 

Cororapo State Mepicar Society, Brown Palace and Shirley Savoy 
Hotels, Denver, Sept. 8-11. Mr. Harvey T. Sethman, 835 Republic Bldg., 
Denver 2, Executive Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, TENNESSEE SECTION, Chattanooga, 
Sept. 28-29. Dr. William G. Stephenson, Medical Arts Bldg., Chatta- 
nooga, Tenn., Regent. 

Kentucky State Mepicar Association, Columbia Auditorium, Louisville, 
Sept. 22-24. Mr. Joseph P, Sanford, 1169 Eastern Pkwy., Louisville 17, 
Ky., Executive Secretary. 


J.A.M.A., Aug. 1, 1959 


MARYLAND, MEDICAL AND CHinurGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting, Ocean City, Sept. 18. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore 1, Executive Secretary. 

MeEpicaL Procress AssEMBLY, Tutwiler Hotel, Birmingham, Ala., Sept. 
18-15. Dr. Herbert H. Thomas, 920 S. 19th St., Birmingham, Ala., 
Chairman, Publicity Committee. 

MicnicAn State Mepicau Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Mip-ContTINENT PsycuiatTric Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

Mississipp1 VALLEY Mepica. Society, Hotel Chase, St. Louis, Sept. 29- 
Oct. 1. Dr. Harold Swanberg, 209-224 W. C. U. Bldg., Quincy, IIL, 
Secretary. 

MonTANA Mepicat Association, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N. 28th St., Billings, Mont., Executive 
Secretary. 

NATIONAL RECREATION CoNGREss, Morrison Hotel, Chicago, Sept. 28- 
Oct. 2. Mr. Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Va., Chairman. 

NontH AMERICAN FEDERATION, LNTERNATIONAL COLLEGE OF SURGEONS, 
Chicago, Sept. 13-17. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Onto Society or ANESTHESIOLOGISTS, Dayton Biltmore Hotel, Dayton, Sept. 
18-19. Dr. Nicholas G. DePiero, 9710 Garfield Blvd., Garfield Hts. 
25, Ohio, Secretary. 

OreGon Strate MeEpicaL Society, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

TENNESSEE VALLEY MEDICAL AssEMBLY, Chattanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Francis, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chairman. 

Unrrep States SECTION, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Uran Strate Mepicat Association, Hotel Utah Motor Lodge, Salt Lake 
City, Sept. 16-18. Mr. Harold Bowman, 42 S. 5th East, Salt Lake City 2, 
Executive Secretary. 

WASHINGTON STATE MeEpIcAL Association, Olympic Hotel, Seattle, Sept. 
13-16. Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1, Executive 
Secretary. 

Worvp Mepica Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


ACADEMY OF PsycHosoMaATIC MEpicINE, Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec- 
ond St., S. W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF PepiATRIcS, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIL, 
Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL AssisTANTS, Benjamin Franklin Hotel, 
Philadelphia, Oct. 16-18. Mrs. Stella Thurnau, 510 N. Dearborn, Room 
924, Chicago 10, Executive Secretary. 

AMERICAN ASSOCIATION OF MepicaL Recorp Lisrarians, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

AMERICAN COLLEGE or CARDIOLOGY, Benjamin Franklin Hotel, Philadel- 
phia, Oct. 23-25. Dr. Philip Reichert, Empire State Bldg., New York 1, 
Executive Director. 

AMERICAN COLLEGE Or Cuest Puysicians, 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

AMERICAN COLLEGE OF PREVENTIVE MeEpicine, Hotel Ambassador, At- 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer. 

AMERICAN Heart Association, Trade and Convention Center, Philadel- 
phia, Oct. 23-27. Mr. William F. McGlone, 44 E, 23rd St., New York 
10, Secretary. 

AMERICAN MeEpicaL Writers’ Association, Chase Hotel, St. Louis, Oct. 
2-3. Dr. Harold Swanberg, 510 Maine St., Quincy, lll., Secretary. 

AMERICAN OTORHINOLOGIC SocrETY FoR PLastic SuRGERyY, INc., Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

AMERICAN AssociaTION, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

AMERICAN Pusiic HEALTH Association, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

AMERICAN ScHOOL HEALTH AssociaTION, Claridge Hotel, Atlantic City, 
N, J., Oct. 18-23. Dr. A, O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN SociETY OF ANESTHESIOLOGISTS, INC., Americana Hotel, Bal 
Harbour, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN Socrety oF FaciaL Piastic SurGrEry, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN SocreTy OF PLAsTIC AND RECONSTRUCTIVE SURGERY, Hotel 
Fountainebleau, Miami Beach, Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 

AMERICAN Society OF TroPpicAL MEDICINE AND Claypoo! Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 


(Continued on page 32) 
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RELIEVES NERVOUSNESS 
IN ALLERGIC 
PATIENTS 


ANXIETY AND TENSION often complicate management of allergic patients. In such 
cases, the “psychogenic component ... must be treated before clinical improvement 


can be expected.”+ 


When tranquilization with Miltown was added to conventional therapy in asthma, 
allergic headache, hay fever, urticaria, angioneurotic edema and gastrointestinal allergy 
with emotional components, many resistant patients definitely improved.t 


Eisenberg, B. C.: Role of tranquilizing drugs in allergy. 
J.A.M.A. 163:934, March 16, 1957. Mi town 


meprobamate (Wallace) 
Miltown causes no adverse effects on ie : 
Available in 400 mg. scored and 200 mg. sugar-coated 


respiratory functions, nasal secretions, sales: 
intestinal motility, or other autonomic Also available as MEPROsPAN* (200 mg. meprobamate 


functions. continuous release capsules)and Meprotass* (uniden- 
tifiable 400 mg. meprobamate sugar-coated tablets). 


*TRADE-MARK 


QP WALLACE LABORATORIES, New Brunswick, N. J. 
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margarine 
designed 
to 


lowering 
cholesterol 


margarine 


a delicious spread + a superb shortening 


Clinical trials! demonstrate that Emdee Margarine, 
substituted for other spreads and shortenings in the 
daily diet, helps supply the linoleic acid needed to 
reduce cholesterol levels. Eighty per cent of Emdee 
Margarine’s fat content is pure corn oil which is not 
hydrogenated but specially processed* to preserve its 
naturally high content of linoleic acid. 

Patients whose intake of saturated fats must be 
restricted will find Emdee Margarine a welcome addi- 
tion to their diets. Moreover, the appealing flavor, 
color and smooth texture of Emdee Margarine will 
appeal to the whole family—making preparation of 
separate meals for one member of the household 


in 1 lb. can, at only. 


Reterence L. A.: Dietary 
(Fabs Soyer, P. Lowe J. serum che 

ston, J. practical 
level, J.A.M.A. Posy 16) 1900. 3. divin Gladys, men 2 Cook ng 
high in polyunsaturated fatty acids, J. Am. 
Reprints of these references are tiene on request. 


*U.S. PATENT No. 2,890,960. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, IND. 
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J.A.M.A., Aug. 1, 1959 


AssociATION OF CLINICAL ScreNntISTS, Sheraton-Park Hotel, Washington, 
D. C., Oct. 10. Dr. Robert P, MacFate, 323 Northwood Rd., Riverside, 
Secretary-Treasurer. 

Associa TION or Lire InsurnANcE Mepicat Dmectors or AMERICA, Hotel 
Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schaaf, Pruden- 
tial Insurance Co., P. O. Box 594, Newark 1, N. J., Secretary. 

ASSOCIATION OF MEDICAL ILLUsTRATORS, Seattle, Oct. 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey Ave., 
Omaha 5, Corresponding Secretary. 

CrenTRAL NEUROPSYCHIATRIC ASSOCIATION, Hotel Roosevelt, New Orleans, 
Oct. 16-17. Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

Society, Memphis, Oct. Dr. Charles H. Frantz, 
1810 Wealthy St., S.E., Grand Rapids 6, Mich., Secretary-Treasurer. 

Concress or Nevrovocicat SurnGEons, Americana Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

Devaware, Mepicat Socrety or, Oct. 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

INDIANA STATE MEDICAL AssocIATION, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waggener, 1021 Hume Mansur Bldg., Indianapolis 4, 
Executive Secretary. 

NATIONAL REHABILITATION AsSOCIATION, Statler-Hilton Hotel, Boston, 
Oct. 26-28. Mr. Edward D. Callahan, 14 Court Square, Boston 8, Con- 
ference Chairman. 

New Hampsnine Mepicat Society, Equinox House, Manchester, Vt., 
Oct. 1-4. Mr. Hamilton S. Putnam, 18 School St., Concord, N. H., 
Executive Secretary. 

Paciric Coast OpsTetricaL & GYNECOLOGICAL Society, St. Francis Hotel, 
San Francisco, Oct. 21-24. Dr. Donald W. de Carle, 2000 Van Ness 
Ave., San Francisco, Chairman. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

SoUTHERN PsycHIATHIC AssociATION, Sheraton-Dallas Hotel, Dallas, Texas, 
Oct. 4-6. Dr. Richard C. Proctor, Dept. of Psychiatry, Bowman Gray 
School of Medicine, Winston-Salem, N. C., Secretary-Treasurer. 

VERMONT STATE MEDICAL Society, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 

VinciniA, Mepicat Society or, Equinox House, Roanoke, Oct. 4-5. Mr. 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va 

WEsTERN INDUSTRIAL MepicaL AssociaTIoNn, INc., Statler Hotel, Los 
Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Blvd., Los 
Angeles 45, Secretary. 

WESTERN OnTHOPEDIC AssociATION, Brown Palace Hotel, Denver, Oct. 

18-22. Vi Mathiesen, 354 21st St., Oakland 12, Calif., Executive 

Secretary. 

November 


AMERICAN ASSOCIATION OF BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL AssocIATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bidg., Nashville, Tenn., Secretary. 

AMERICAN COLLEGE or CHEst Puysic1ans, Dallas, Texas, Nov. 29-30. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive 
Secretary. 


| AMERICAN FRACTURE AssociATION, Roosevelt Hotel, New Orleans, Nov. 


1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, IIl., 
Executive Secretary. 

AMERICAN MEpDIcCAL WoMEN’s AssociaTIon, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

ASSOCIATION OF AMERICAN MepicaL CoLLeces, Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIl., 
Executive Director. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 6, 
D. C., Executive Secretary. 

CenTRAL Socrety ror Researncn, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin §. Weisberger, 2065 Adelbert Rd., Cleveland 6, Secretary. 

CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND BIOLOGy, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Moore 
School of Electrical Engineering, University of Pennsylvania, Philadel- 
phia, Chairman. 

District or CoLumsBiA, Mepicat Society or, Statler-Hilton Hotel, Wash- 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

GASTROENTEROLOGY Research Group, Drake Hotel, Chicago, Nov. 6. 
For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

GrronTo.ocicaL Socrery, Inc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, Mip-ATLANTIC MEETING OF THE 
U. S. Section, Homestead Hotel, Hot Springs, Va., Nov. 16-18. For in- 
formation, write Dr. E. G. Gill, 711 S. Jefferson St., Roanoke, Va. 

IntEeR-Socirety CyroLtocy Councit, Statler Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
Secretary-Treasurer. 

INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 

The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 

Madison 1, Wis., Executive Secretary. 

ACADEMY oF GENERAL Practice, 131TH ANNUAL Post- 

GRADUATE Cuinic, Sheraton-Cadillac Hotel, Detroit, Nov. 11-12. Dr. 

F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convention Manager. 

NaTioNAL Procto.tocic Association, Chicago, Nov. Dr. George E. 

Mueller, 59 E. Madison, Chicago 2, Secretary. 


(Continued on page 34) 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new 


prednisone-phenylbutazone, Geigy 


Geigy Ardsley, New York 
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34 MEETINGS 


NaTIONAL Society ror CrrppLep AND ApuLts, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director. 

Omana Mm-Westr Society, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico Mepicat Association, Santurce, Nov. 24-28. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 

RapioLocican or AMenica, Inc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald S$. Childs, 713 E. Genesee St., Syracuse 2, 
N. Y., Secretary-Treasurer. 

Socrery vor THE ScreNTIFIC Stupy or Sex, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sherwin, Suite 704, 1 E. 42nd St., 
New York 17, Executive Secretary. 

Sournern MeEpicat Association, Atlanta, Nov. 16-19. Mr, V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 

SOUTHWESTERN MEDICAL ASSOCIATION, Roswell, N. M., Nov. 5-7. Dr. 
Russell L. Deter, 1501 Arizona St., El Paso, Texas, Secretary. 

WESTERN SURGICAL ASSOCIATION, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secretary. 


December 


ASsocIATION For RESEARCH IN NERVOUS AND MENTAL INc., 
Hotel Roosevelt, New York City, Dec. 11-12. Dr. Rollo J. Masselink, 
700 W. 168th St., New York 32, Secretary-Treasurer. 

Fmsr Annuat Grapuate Mepicat Epucation CONFERENCE-RESIDENCY 
TRAINING ProcaaM, Univ. of Pennsylvania, Philadelphia, Dec. 3-4. 
Dr. Alfred S. Frobese, Graduate School of Medicine, U. of Pennsylvania, 
Philadelphia 3, Chairman. 

New York Heart Association, Symposium on Salt and Water Metabo- 
lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P, Fishman, 
N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 

New York State Socrery or ANESTHESIOLOGISTS, INC., Postgraduate 
Assembly in Anesthesiology, Hotel New Yorker, New York City, Dec. 
9-12. Dr. Edwin J. DePolo, 131 W. 11th St., New York 11, Secretary. 


1960 
January 


AMERICAN ACADEMY OF ALLERGY, Hollywood Beach Hotel, Hollywood- 
by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N. Milwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 

AMERICAN ACADEMY or SuRGEONS, The Palmer House, 
Chicago, Jan, 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

Amenican COLLEGE oF SuRGEONS, Sectional Meeting, the Brown Hotel, 
Louisville, Ky., Jan. 21-23. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

Noxruwest Socrery ror Criicat Researcn, Seattle, Jan. 9. Dr. John 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 

Western AssociaTION oF Puysic1ans, Carmel, Calif., Jan. 27-29. Dr. 
Wade Volwiler, Dept. of Med., U. of Washington, Seattle 5, Secretary. 


February 


AMERICAN ACADEMY oF OccuPATIONAL MeEpicine, Williamsburg Inn., 
Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D. C., Secretary. 

AMERICAN CoLLeGEe or ALLERGISTS, Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 Rand Tower, 
Minneapolis 2, Executive Vice-President. 

Amernican or Rapro.ocy, Roosevelt Hotel, New Orleans, Feb. 
8-6. Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

AMERICAN COLLEGE or SuRGEONS, Sectional Meeting for Surgeons and 
Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. For information, write: 
Dr. H. P. Saunders, 40 E. Erie St., Chicago 11. 

AMERICAN OnTHopPsycHIATRic AssociaTIon, INc., Sherman Hotel, Chicago, 
Feb. 25-27. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Executive Secretary. 

CacirountA Mepricar Association, Ambassador Hotel, Los Angeles, Feb. 
21-24. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Cenrrat Surcicat Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

NATIONAL ASSOCIATION OF MeETHOpIStT HosprraLts AND Homes, Deshler 
Hilton Hotel, Columbus, Ohio, Feb. 16-18, Mr. Olin E. Oeschger, 740 
Rush St., Chicago 11, General Secretary. 

Socrery or Universtry Surnceons, Minneapolis, Feb. 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 

SymMposruM ON FUNDAMENTAL Cancer Researcnu (14th), University of 
Texas, Houston, Feb. 25-27. For information write: University of Texas 
M. D. Anderson Hospital & Tumor Institute, Houston 25, Texas. 


March 


AMERICAN BroONCHO-ESOPHAGOLOGICAL ASSOCIATION, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AmenicaAN ACADEMY oF Forensic Scrences, Drake Hotel, Chicago, 
Mar. 3-5. Dr. W. J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary- 
Treasurer. 

American ACADEMY Or GENERAL Practice, Philadelphia, Mar. 19-24. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Director. 

AMERICAN ASSOCIATION FOR THE History OF MeEpicingE, INc., Charleston, 
S. C., Mar, 24-26. John B. Blake, Ph.D., c/o Smithsonian Institution, 
Washington 25, D. C., Secretary. 


AMERICAN COLLEGE OF SuRGEONS, Sectional Meeting, The Broadmoor, 
Colorado Springs, Colo., Mar. 21-23, For information write: Dr. H. P. 
Saunders, 40 E. Erie St., Chicago 11. 

AMERICAN COLLEGE OF SURGEONS, Sectional Meeting, Sheraton-Portland 
Hotel, Portland, Ore., Mar. 28-30. For information write: Dr. H. P. 
Saunders, 40 E. Erie St., Chicago 11. 

Amenican Gastroscopic Society, Roosevelt Hotel, New Orleans, Mar. 30. 
Dr. Arthur M. Olsen, Mayo Clinic, Rochester, Minn., Secretary-Treasurer. 

AMERICAN LARYNGOLOGICAL AssocIATION, Deauville Hotel, Miami Beach, 
Fla., Mar. 18-19. Dr. Lyman Richards, Massachusetts Institute of Tech- 
nology, Cambridge 39, Mass., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr. C. Stewart 
Nash, 708 Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN OroLocicaL Society, Deauville Hotel, Miami Beach, Fla., 
Mar. 13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 
14, Minn., Executive Secretary-Treasurer. 

AMERICAN OTORHINOLOGIC SocreTY FoR PLAstic SuRGERY, INC., Deauville 
Hotel, Miami Beach, Fla., Mar. 6-13. Dr. Joseph G. Gilbert, 75 Barberry 
Lane, Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHosoMatTic Society, Sheraton-Mount Royal Hotel, Mont- 
real, Mar. 26-27. Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N. Y., 
Executive Assistant. 

American Raprum Socrery, Caribe Hilton Hotel, San Juan, Puerto Rico, 
Mar. 17-19. Dr. Robert L. Brown, Robert Winship Clinic, Emory Uni- 
versity, Atlanta 22, Ga., Secretary. 

Missourn1 Stare MeEpicat AssociaTION, Sheraton-Jefferson Hotel, St. 
Louis, Mar. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis 3, 
Executive Secretary. 

Nationa, Councit, Nationa HEALTH Forum, Miami, Fla., 
Mar. 13-18. Mr. Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

NATIONAL Muttipce Scierosis Society, New York City, Mar. 8. Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 

NevurosurGicaL Socrety or AMeEnicA, Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 

SOUTHEASTERN SuRGICAL CoNnGRESS, Roosevelt Hotel, New Orleans, Mar. 
21-24. Dr. B. T. Beasley, 1032 Hurt Bldg., Atlanta 3, Ga., Executive 
Secretary. 

SOUTHWESTERN SuRGICAL Concress, Riviera Hotel, Las Vegas, Nev., Mar. 
28-31. Miss Mary O’Leary, 1213 Medical Arts Bldg., Oklahoma City, 
Okla., Executive Secretary. 


April 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Admiral Semmes 
Hotel, Mobile, Apr. 21-23. Mr. W. A. Dozier Jr., 19 S. Jackson St., 
Montgomery 4, Executive Secretary. 

AMERICAN ACADEMY OF NeuROLOGY, Eden Roc Hotel, Miami, Fla., Apr. 
25-30. Mrs. J. C. McKinley, 4307 E. 50th St., Minneapolis 17, Executive 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Statler-Hilton, New York City, 
Apr. 11-16. Dr. Louis B. Flexner, Dept. of Anatomy, School of Medicine, 
Univ. of Pa., Philadelphia 4, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Chicago, Apr. 11-15. Dr. 
Calderon Howe, Columbia Univ. College of Physicians and Surgeons, 
New York 22, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hotel 
Peabody, Memphis, Tenn., Apr. 28-30. Dr. Russell L. Holman, Dept. 
of Pathology, L. S. U. School of Medicine, New Orleans, La., Secretary. 

AMERICAN ASSOCIATION OF RarmLway Sunceons, Drake Hotel, Chicago, 
Apr. 7-9. Mr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Executive Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, Netherland 
Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

AMERICAN COLLEGE OF Puysic1ans, Mark Hopkins & Fairmont, San Fran- 
cisco, Apr. 4-9. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, 
Executive Secretary. 

AMERICAN COLLEGE OF SuRGEONS, Sectional Meeting, Hotel Leamington, 
Minneapolis, Apr. 11-13. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

AMERICAN COLLEGE OF SunGEOoNS, Sectional Meeting, Kahler Hotel, 
Rochester, Minn., Apr. 14. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

AMERICAN DERMATOLOGICAL AssociIATION, INc., Boca Raton Hotel, Boca 
Raton, Fla., Apr. 8-12. Dr. Wiley M. Sams, 308 Ingraham Bldg., Miami 
$2, Fla., Secretary. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Roosevelt Hotel, New 
Orleans, April 1-2. Dr. Wade Volwiler, Dept. of Med., Univ. of Wash- 
ington, Seattle, Secretary. 

AMERICAN PHYSIOLOGICAL Society, 11-15. Ray G. Daggs, 
D.Sc., 9650 Wi Ave., Washi D. C., Executive Secretary. 

AMERICAN PROCTOLOGIC Sociery, Hotel, Houston, Texas, 
Apr. 25-27. Dr. Norman D. Nigro, 10 Peterboro, Detroit 1, Secretary. 

AMERICAN Pusiic HEALTH AssociaATION, Southern Branch, Memphis, 
Tenn., Apr. 13-15. Dr. L. M. Graves, Shelby County Health Depart- 
ment, Memphis, Tenn., Chairman, Local Arrangements Committee. 

AMERICAN Society or BrotocicaL Cuemists, Inc., Chicago, Apr. 11-16. 
Dr. Frank W. Putnam, Dept. of Biochemistry, Univ. of Florida, Gaines- 
ville, Secretary. 

AMERICAN Society oF INTERNAL Mepicine, Mark Hopkins Hotel, San 
Francisco, Apr. 1-3. Mr. Robert L. Richards, 350 Post St., San Francisco 
8, Executive Director. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
pevutics, Inc,, Chicago, April. Dr. Karl H. Beyer Jr., Merck Sharp and 
Dohme Research Labs., West Point, Pa., Secretary. 

AMERICAN SOCIETY FOR THE Stupy oF StTEniLity, Sheraton-Gibson Hotel, 
Cincinnati, Apr. 1-3. Dr. Herbert H. Thomas, 920 S. 19th St., Birming- 
ham 5, Ala., Executive Secretary. 


(Continued on page 36) 
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in low back pain, sprains, 


and strains... 


just6 tablets daily 
is an average effective dose 


Paraflex provides effective muscle relaxation for about 6 hours on a 1- or 
2-tablet dose. It relieves pain and stiffness and improves function in a wide 
variety of common orthopedic, arthritic, and rheumatic disorders. Side effects 
are rare and seldom severe enough to require discontinuance of therapy. 


Supplied: Tablets, scored, orange, bottles of 50. Each tablet contains PARAFLEX, 250 mg. 


*U. S. Patent Pending 


McNeil Laboratories, Inc. 
Philadelphia 32, Pa. 
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36 MEETINGS 


AMERICAN SunGICAL Association, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 8-6. Dr. W. A. Altemeier, Cincinnati General Hospital, 
Cincinnati 29, Secretary. 

Anxansas Mepicat Society, Pine Bluff, Apr. 18-20. Mr. Paul C. Schaefer, 
218 Kelley Bldg., Fort Smith, Ark., Executive Secretary 

ASssociaTION, Robert Meyer Hotel, Apr. 
8-12. Mr. W. Harold Parham, 735 Riverside Ave., Jacksonville 3, Fla., 
Executive Director. 

Hanvey Cusuivc Socrery, Fairmont Hotel, San Francisco, Apr. 13-17. 
Dr. Edmond J. Morrisey, 450 Sutter St., San Francisco, Chairman. 

Hawau Mepicar Association, Apr. 28-May 1. Mr. Lee McCaslin, 510 S. 
Beretania, Honolulu 13, Executive Secretary. 

InpusTMIAL Mepicat Association, Rochester, N. Y., Apr. 26-29. Mr. 
Clark D. Bridges, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

lowa State Mepicat Society, Savery Hotel, Des Moines, Apr. 24-27. 
Mr. Donald L. Taylor, 529 36th St., Des Moines 12, Iowa, Executive 
Director. 

MARYLAND, MepicaL AND CurmurcicaL Facutty oF THE STATE oF, The 
Alcazar, Baltimore, Apr. 20-22. Mr. John Sargeant, 1211 Cathedral St., 
Baltimore 1, Executive Secretary. 

Nepraska Strate Mepicat Association, Hotel Cornhusker, Lincoln, 
April 25-28. Mr. M. C. Smith, 1315 Sharp Building, Lincoln 8, Neb., 
Executive Secretary. 

Noxtu Dakota State Association, Dacotah Hotel, Grand 
Forks, Apr. 30-May 3. Mr. Lyle A. Limond, Box 1198, Bismarck, N. D., 
Executive Secretary. 

TENNESSEE STATE MepicaL AssociaTION, The Maxwell House, Nashville, 
Apr. 10-13. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Tenn., 
Executive Director. 

Texas Mepicat Association, Hotel Texas, Fort Worth, Apr. 9-12. Mr. 
C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Texas, Executive 
Secretary. 

May 


ArRnospace Mepicat Association, Americana Hotel, Bal Harbour, Fla., 
May 9-11. Dr. William J. Kennard, pone Medical Association, 
Washington Natl. Airport, Washington 1, D. C., Secretary-Treasurer. 

AMERICAN ASSOCIATION FOR CLEFT PALATE “REHABILITATION, Brown 
Palace Hotel, Denver, May 12-14. D. C. Spriestersbach, Ph.D., Uni- 
versity Hospitals, Iowa City, lowa, Secretary-Treasurer. 

AMERICAN AssociaTION oF Genrro-UniNARY SURGEONS, Dearborn Inn, 
Dearborn, Mich., May 11-13. Dr. William J. Engel, 2020 E. 93rd St., 
Cleveland 6, Secretary. 

AMERICAN ASSOCIATION ON MENTAL Dericrency, Lord Baltimore Hotel, 
Baltimore, May 16-21. Mr. Neil A. Dayton, P. O. Box 51, Mansfield 
Depot, Conn., Executive Secretary-Treasurer. 

AMERICAN ASSOCIATION FOR THORACIC SuRGEKY, Deauville Hotel, Miami 
Beach, Fla., May 11-13. Miss Ada Hanvey, 7730 Carondelet Ave., 
St. Louis 5, Administrative Assistant. 

American or Indianapolis, May. Dr. Philip 
Reichert, 2709 Empire State Bldg., New York 1, Executive Director. 

AMERICAN FEDERATION FoR CLINICAL Resgancu, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 2. Mr. James E. Bryan, 250 W. 57th St., New 
York 19, Executive Secretary. 

AMERICAN GYNECOLOGICAL Society, Williamsburg Inn, Williamsburg, Va., 
May 30-June 1. Dr. Andrew A. Marchetti, Georgetown Univ. Hosp., 
Washington 7, D. C., Secretary. 

AMERICAN OPpHTHALMOLOGICAL The Broadmoor, Colorado 
Springs, Colo., May 16-18, Dr. Maynard C, Wheeler, 30 W. 59th St., 
New York 19, Secretary. 

Amenican Pepiatrnic Society, New Ocean House, Swampscott, Mass., 
May 5-6. Dr. Aims C. McGuinness, 2800 Quebec St., N. W., Washington 
8, D. C., Secretary-Treasurer. 

AMERICAN Association, Inc., Hotel Traymore, Atlantic City, 
N. J., May 9-13. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City 15, Utah, Secretary. 

AMERICAN Socrety ror InvestiGation, Haddon Hall, Atlantic 
City, N. J., May 1-2. Dr. Saul J. Farber, N. Y. U. College of Medicine, 
550 First Ave., New York 16, Secretary. 

AMERICAN Society oF MaxiLLoractaL Surnceons, Ambassador Hotel, 
Los Angeles, May 15-18. Dr. Edward C, Hinds, 1508 Medical Towers, 
Houston 25, Texas, Secretary. 

AMERICAN TrupEav Society, Statler and Biltmore Hotels, Los Angeles, 
May 16-18. Mr. Frank W. Webster, 1790 Broadway, New York 19, 
Executive Secretary. 

AmernicaN Association, Inc., The Palmer House, Chicago, 
May 16-19. Mr. William P. Didusch, 1120 N. Charles St., Baltimore 1, 
Executive Secretary. 

ASSOCIATION OF AMERICAN Paysic1ans, Haddon Hall, Atlantic City, N. J., 
May 3-4. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New 
Haven 11, Conn., Secretary. 

Geronoia, MepicaL Association or, Columbus, May 1-4. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Ga., Executive Secretary. 

Stare Mepicat Society, Hotel Sherman, Chicago, May 24-27. 
Dr. Harold M. Camp, M ith, Ill., Secretary. 

Lourstana State Society, Capitol House, Baton Rouge, May 
2-4, Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary- 
Treasurer, 

MASSACHUSETTS MepicaL Society, Statler-Hilton Hotel, Boston, May 17- 
19. Mr. Everett R. Spencer Jr., 22 The Fenway, Boston 15, Director of 
Public Relations and Administration. 

Mepicat Liprarny Association, Inc., Muehlebach Hotel, Kansas City, 
Mo., May 16-20. Miss Nettie A. Mehne, Upjohn Company Library, 
801 Henrietta St., Kalamazoo, Mich., Secretary. 

Muxnesora State Mepicat Association, Kahler Hotel, Rochester, May 
23-25. Mr. Harold W. Brunn, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Executive Secretary. 

Miussissipr1 State Mepicar Association, Hotel Heidelberg, Jackson, May 
10-12. Mr. Rowland B. Kennedy, P. O, Box 4606, Fondren Station, 

Jackson, Miss., Executive Secretary. 
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NATIONAL TuBERCULOSIS ASSOCIATION, Statler & Biltmore Hotels, Los 
Angeles, May 15-20. Mr. James G. Stone, 1790 Broadway, New York 
19, Executive Secretary. 

New Jersey, Mepicar Society or, Chalfonte-Haddon Hall, Atlantic City, 
May 14-18. Mr. Richard I. Nevin, P. O. Box 904, Trenton 5, N. J., 
Executive Officer. 

New Mexico Mepicat Society, Western Skies Hotel, Albuquerque, May 
10-13, Mr. Ralph R. Marshall, 220 First National Bank, Albuquerque, 
N. M., Executive Secretary. 

New York, Mepicat Society or THE STATE OF, Hotel Statler Hilton, 
New York City, May 7-13. Dr. Herbert T. Wagner, 750 3rd Ave., New 
York 17, Executive Director. 

Norts Carouina Mepicar Society, Hotel Sir Walter, Raleigh, May 1-4. 
Mr. James T. Barnes, Capital Club Bldg., Raleigh, N. C., Executive 
Secretary. 

Onto State MeEpicat Association, Sheraton Cleveland, Cleveland, week 
of May 15. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

STATE Mepicat Association, Oklahoma City, May 1-4. Mr. 
R. H. Graham, 601 N. W. Expressway, Oklahoma City, Okla., Executive 
Secretary. 

Rare Eartus in BiocHEMICAL AND MEDICAL RESEARCH CONFERENCE, 
lowa State University, Ames, Iowa, May 11-13, J. G. Graca, Ph.D., Col- 
lege of Veterinary Medicine, I. S. U., Ames, lowa, Program Chairman. 

Ruove Istanp Mepicar Society, May 10-11. John E. Farrell, Sc.D., 106 
Francis St., Providence 3, R. I., Executive Secretary. 

Socrmty or AMERICAN BacTerio.ocists, Bellvue-Stratford Hotel, Phila- 
delphia, May 1-5. Dr. E, M. Foster, 311 Bacteriology, U. of Wisconsin, 
Madison 6, Secretary. 

Society or Pepiatric ResEarcu, New Ocean House, Swampscott, Mass., 
May 8-5. Dr. Clark D. West, The Children’s Hospital, Cincinnati 29, 
Secretary. 

Sourn Carotina Mepicat Association, Ocean Forest Hotel, Myrtle 
Beach, May 17-19. Mr. M. L. Meadors, 309 W. Evans St., Florence, 
S. C., Executive Secretary. 

SrupENT AMERICAN MepicAL AssociaTIoNn, Statler-Hilton Hotel, Los 
Angeles, May 5-8. Mr. R. F, Staudacher, 430 N. Michigan, Chicago 11, 
Executive Director. 

Wisconsin, State Mepicat Society or, Hotel Schroeder, Milwaukee, 
May 3-5. Mr. C. H. Crownhart, 330 E. Lakeside St., Madison 5, Wis., 
Secretary. 


INTERNATIONAL AND FOREIGN 
1959 
August 


INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History oF Science, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 

a, , Spain, tary-General. 

INTERNATIONAL CONGRESS or PuysiOLoGicAL SCIENCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND VOICE THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

PAN-AMERICAN CONGRESS OF VETERINARY MEDICINE, Kansas City, Mo., 
U. S. A., Aug. 23. Dr. Benjamin D. Blood, P. O, Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

SPANISH AND LATIN AMERICAN CONGRESS FOR THE Dear ( First), Madrid, 
Aug. 10-14. For information write: Secretaria General del I Congreso 
lberoamericano de Sordos, Calle de la Beneficencia, 18-bis., Madrid, 
Spain. 

Worip CONFERENCE ON MEDICAL Epvcation, Palmer House, Chicago, 
Il, U. S. A., Aug. 30-Sept. 4. For i tion add : Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U. S. A. 

Worip Concress or THE Dear, Tump, Wiesbaden, Germany, Aug. 22- 
26. For information write: Organisations-Biiro, Deutscher Genorlosen 
Bund, Gabelsbergerstrasse 2, Frankfurt am Main, Germany. 

Worip FEDERATION FoR MENTAL HEALTH, Barcelona, Spain, Aug. 30- 
Sept. 5. Miss Esther M. Thornton, 19 Manchester St., London, W. 1, 
England, Secretary-General. 


September 


ConGrEss OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

Evrorean Concress or ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Write: Fleming 
Institute, St. Mary’s Hospital, W. 2, England. 

European ConGress OF RHEUMATIsM, Istanbul, Turkey, Sept. 18-21. For 
information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

European Socrety oF HaEMAToLocy (SEVENTH CoNnGREsS), Bedford 
College, London, Sept. 7-12. For information write: Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, London, W. 2. 

European SYMPOSIUM ON PoLIOMYELITIS, FirtH, Munich, Germany, Sept. 
6-9. Dr. P. Recht, 56, rue Charles-Legrelle, Brussels, Belgium, Secretary- 
General. 

INTERNATIONAL CARDIOVASCULAR SocreTY, Munich, Germany, Sept. 18-20. 
Dr. Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL ConGRrESS OF Arn PoLLUTION, New York City, Sept. 9-10. 
For information write: American Society for Mechanical Engi 
29 W. 39th St., New York 18. 


(Continued on page 40) 
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2 oz. 
TUSSIONEX ° 
liquid 
ort2 
Tussionex” 
tablets... 
a six day 
supply 

Adults: 

1 tsp. or tablet q 12h 

Children: 

Under 1 year.....% teaspoon q 12h 

1-5 years........% teaspoon q 12h 


Over 5 years..... 1 teaspoon q 12h 


A 'Strasionic’ Antitussive + Dihydrocodeinone Resin — Phenyltoloxamine Resin 


>» » Pm as advanced as stratospheric jets. One shrinks 
distance...the other stretches 
time between coughs. Both spell progress. 


8-12 Hour Cough Control with a Single Dose 


Stop Useless Debilitating Cough without 


impairing protection of cough mechanism 


Each teaspoonful (5c.c.) or tablet Tussionex 
provides 5 mg. dihydrocodeinone and 10 mg. 
phenyltoloxamine as resin complexes Rx only. Class B taxable narcotic. 


For Literature, Write... 
Sraasensuarcn Lasorarories 


ROCHESTER, J 
Originators of ‘Strasionic’ (sustained ionic) Release 
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because many diseases involve emotional and physical stress... 


arthritic and rheumatic 
disorders 


DECADRON® (dexamethasone) with Meprobamate 


treats more 


the 
more effectively 


Ure: 
q 
ft 
| 
3 
“eg 
| 
te 
4 
~ 
‘ 


DECABAMATE links the action of DECADRON®, 


milligram for milligram the most potent and 
effective of the anti-inflammatory steroids, with the 
most widely used of the muscle-relaxant 
tranquilizers, meprobamate . . 

By treating more of the patient more effective’ 
DECABAMATE:can make the difference 

between disability and employability in many 
rheumatic and arthritic conditions. 


Dosage Range: One or two tablets t.i.d. or q.i.d. 


Supplied: As scored yellow tablets providing 0.25 mg. 
DECADRON plus 200 mg. meprobamate; bottles of 100, 


Additional information on DECABAMATE is available to the 
physician on request. 


t Rheumatoid arthritis, including palindromic rheumatism, 
rheumatoid spondylitis, Still’s disease, and psoriatic arthritis, 
Acute, painful inflammatory musculoskeletal conditions 
(i.e., bursitis, synovitis, and tenosynovitis). 


* DECABAMATE and DECADRON 
are trademarks of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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40 MAGAZINE-TELEVISION REPORT 


INTERNATIONAL ConGress OF CANCER CyToLocy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E, L. Maselli, P. O, Box 633, Coral 
Gables, Fla. 

INTERNATIONAL Leacue AGarnst RueumatisM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof, Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL SyMPosIUM ON ANTI-INFECTIOUS AND ANTIMITOTIC 
Cuemoruerary, Geneva, Switzerland, Sept. 12-15. For information 
write Di. P. Rentchnick, Case Stand 471, Geneva, Switzerland. 

INTERNATIONAL TUBERCULOSIS ConrEeRENCE, Istanbul, Turkey, Sept. 11- 
18. Dr. T. I. Gokee, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MepicaL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 
Germany. 

Wor.ip Concress ror Puysicat Tuerapy, Paris, France, Sept. 6-12. For 
information write; Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

Mepicar Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


British Mepicat Association, ANNUAL CLINICAL MEETING, Norwich, 
Oct. 22-25. For information write: Dr. W. Hedgcock, B. M. A. House, 
Tavistock Square, London, W. C. 1, England. 

CANADIAN SOCIETY FoR THE Stupy or Fertitity, Queen Elizabeth Hotel, 
Montreal, Oct. 23-24, Dr. Jean F. Campbell, 238 Queen’s Ave., London, 
Ont., Canada, Secretary-Treasurer. 

CONGRESS OF THE ASSOCIATION OF FRENCH SPEAKING Puysic1ANs, Lau- 
sanne, Oct. 7-9. For information write: Prof. Delore, 13, rue Jarente, 
Lyon, France. 

ConGRESS OF THE FRENCH-SPEAKING ASSOCIATION OF PEDIATRICS (17TH), 
Montpellier, France, Oct. 12-14. Prof. Jean Captal, 2, Enclos Tissie 
Sarrus, Montpellier, France, Congress President. 

INTERNATIONAL ConGress OF THERAPEUTICS, Strasbourg, France, Oct. 
19-31. For information write: Professor Fontaine, Doyen de la Faculte 
de Strasbourg, France, President. 

INTERNATIONAL CONVENTION ON NUTRITION AND VITAL SUBSTANCES 
(57ru), Konstanz-Zurich, Switzerland, Oct. 7-11. For information write: 
Secretary-General, Bemmeroderstr, 61, Hannover-Kirchrode, Germany. 

INTERNATIONAL UNION AGAINST THE VENEREAL DISEASES AND THE 
TxePONEMATOSES, London, Oct. 13-17. For information write: Institut 
Alfred Fournier, 25 Boulevard Saint-Jacques, Paris 14, France. 


November 


BanaMas Mepicat Conrerence, British Colonial Hotel, Nassau, Nov. 27- 
Dec. 17. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 

INTERNATIONAL SYMPOSIUM ON CARDIOLOGY IN AvIATION, School of Avia- 
tion Medicine, Brooks Air Force Base, Texas, Nov. 12-13. For informa- 
tion write: Dr. Lawrence E. Lamb, Chief, Department of Internal Medi- 
cine, School of Aviation Medicine, Brooks Air Force Base, Texas. 


December 


BAHAMAS SuRnGICAL ConFERENCE, British Colonial Hotel, Nassau, Dec. 28- 
Jan. 16. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 


1960 
January 


BAHAMAS MEDICAL SERENDIPITY CONFERENCE (SECOND), British Colonial 
Hotel, Nassau, Jan. 17-30. For information write: Dr. B, L. Frank, P. O. 
Box 4037, Fort Lauderdale, Fla. 

PAN-AMERICAN CoNnGRESS OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
$1-Feb. 7. For information address: Mr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Paulo, Brazil. 


March 


INTERNATIONAL SyMPostuM ON “THE BLoop PLATELETS,” Henry Ford 
Hospital, Detroit, March 17-19. Shirley A. Johnson, Ph.D., Henry Ford 
Hospital, Detroit 2, Chairman. 


April 


ASSOCIATION OF NATIONAL EUROPEAN AND MEDITERRANEAN SOCIETIES OF 
(ASNEMGE), 61H Concoress, Leiden, Nether- 
lands, Apr. 20-24. For information write: ASNEMGE, 22, avenue 
d’Amerique, Anvers, Belgium. 

BanaMas Mepicat Conrerence, British Colonial Hotel, Nassau, Apr. 
1-14. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 


May 


Astan-Paciric Concress or Canpiotocy (Seconp), Melbourne, Aus- 
tralia, May. 23-28. Dr. A. E. Doyle, Alfred Hospital, Melbourne, S. 1, 
Victoria, Australia. 

INTERNATIONAL COLLEGE OF SURGEONS, INTERNATIONAL ConGress, Rome, 
Italy, May 15-18. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Pan AMERICAN Mepicat AssociaTIon Concress, Mexico City, May 2-11. 
Dr. Joseph J. Eller, 745 Fifth Ave., New York 22, Director General. 


June 


CANADIAN Mepicat Association, Banff, Alberta, June 13-17. Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 


J.A.M.A., Aug. 1, 1959 


INTERNATIONAL CARDIOVASCULAR Society, North American Chapter, 
DiLido Hotel, Miami Beach, Fla., June 11. Dr. Paul T. DeCamp, 3503 
Prytania St., New Orleans 15, Secretary. 

INTERNATIONAL CONGRESS OF ‘CLINICAL Patuotocy, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL CONGRESS OF Puys10-PATHOLOGY OF ANIMAL REPRODUC- 
TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 

Pan AMERICAN MEDICAL WoMEN’s ALLIANCE (7th Congress), San Juan, 
Puerto Rico, June 2-7. Dr. Sarah D. Rosekrans, 504 Hewett St., Neills- 
ville, Wis., President. 

July 


INTERNATIONAL CoNGRESS AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 31-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CoNGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address; Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U. S. A. 

INTERNATIONAL ConGrEss ON Gorrer, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149% Washington Ave., 
Albany, N. Y., U.S. A. 

INTERNATIONAL CONGRESS ON OcCUPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U. S. A., July 25-29. Dr. Leo Wade, 15 West 51st St., 
New York, N. Y., U.S. A. 


August 


INTERNATIONAL ConGreEss OF CLINICAL CHEMIsTRY, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. 8. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, sponsored by the 
Council on International Affairs, American College of Chest Physicians, 
Vienna, Austria, Aug. 28-Sept. 1. Mr. Murray Kornfeld, 112 E, Chest- 
nut St., Chicago 11, Executive Director. 

INTERNATIONAL ConGress or GernRonTOLOGY, San Francisco, Calif., 
U. S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U.S. A., Executive Secretary. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE (S1xtTH), Basel, Swit- 
zerland, Aug 24-27. For information write the Secretariat, Sixth Inter- 
national Congress for Internal Medicine, 13, Steinentorstre, Basel, 
Switzerland. 

Concress OF PuysicaAt Mepicine, Washington, D. C., 
U. S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. osrd St., Cleveland, Ohio, U. S. A. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of Tue JouRNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Coronet, August, 1959 

“Coming—a Life Span of 150 Years!” by Lester David 
This article presents a round-up of current research in the 
field of aging. It states that according to current studies: 
“1. there is no medical or scientific reason why the average 
man and woman cannot live—comfortably, usefully and 
alertly—to the age of 150 or even longer, 2. impressive 
evidence is accumulating that the aging process, far from 
being inevitable, might actually be slowed down and 
even reversed, so that the body might last twice as long 
as ordinarily.” 

“Let’s Talk Sense About X-Rays,” by Martin L. Gross 
The article is presented as an attempt to dispel unwar- 
ranted fears about the safety and use of x-rays. In the 
hands of experts, they are an invaluable diagnostic tool 
and, according to the author, “to refuse needed x-ray 
treatment or diagnosis is irrational and potentially dan- 
gerous,” 


Everywoman’s Family Circle, August, 1959 

“Cosmetic Surgery, Whom Can It Help?” by Albert Q. Maisel 
The author discusses the rapid growth of cosmetic surgery 
in this country and points out that the main underlying 
reason is a basic change in our social attitudes: “Parents 
have become acutely aware that physical defects can warp 
a child’s personality. Oftener and oftener they are think- 
ing it just as natural to have a boy’s flyaway ears pinned 
back as to have his buck teeth straightened.” 
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Mulvidren: . the multivitamin in SOFTAB*form 


pleasant tasting 
easy to take 
melts in the mouth 
no water needed 


EACH TABLET CONTAINS: 
VITAMINS 
1,000 USP Units 


*B,2 as lonex-12 


d-Calcium 
Pantothenate .. 


Niacinamide 
DOSAGE: | tablet daily 


or more as directed 
by physician. 


AVAILABLE: Bottles 
of 50 & 100 tablets. 


new Stuart Ionex-12 increases Vitamin Bj2 absorption five-fold 


Mulvidres 


it 


MULTIVITAMING 
in Softab! form 
(see side panels) 


stuart 
PASacina cain 


ulvidren 


multivitamins in unique SOF TAB form 


Please write for physician's foi samples 


THE STUART COMPANY * PASADENA, CALIFORNIA 
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PURE ANTIHISTAMINE ACTION 
A PHARMACOLOGIC FACT 
BECAUSE DISOMER 
SHEDS THE MOLECULAR DROSS 
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NEW...IN THE TREATMENT OF 
ALLERGIC DISORDERS 


high therapeutic index’”’ 

¢ unsurpassed clinical efficacy 

« highly effective in exceptionally small doses 
¢ side effects reduced to minimal level 


Disomer....a scientific contribution 
in the pharmacology of antihistamines! 


Incorporating the newest knowledge of structure- 
function relationships, DISOMER comes close to 
the therapeutic ideal of pure antihistamine activ- 
ity. DISOMER represents the d-isomer of racemic 
brompheniramine maleate. In shedding the 
l-isomer a high point in clinical effectiveness is 
achieved while side effects are reduced to a 
minimal level. 


Therapeutic results have been noteworthy with 
88% effectiveness reported.? Equally noteworthy 
is the low incidence of clinically significant adverse 
reactions. Indeed, the sole side effect reported was 
occasional, mild drowsiness in only 5% to 6% of 
patients. 

With DisoMer your allergic patient remains your 
alert patient while enjoying unsurpassed freedom 
from allergic symptoms. Ready now for your pre- 


scription—DIsoMER is available in a variety of 
dosage forms to fit your patients’ individual 
requirements. Availability: 


DISOMER CHRONOTAB* 
DISOMER CHRONOTAB* 
DISOMER Tablets 
DISOMER Syrup 

Usual dosage: 
6 mg. CHRONOTAB 
4 mg. CHRONOTAB 
2 mg. Tablet 
Syrup 1 teaspoonful 


*Chronotab is White's repeat-action tablet. 


References: (1) Gould, A. H. and Long, D. L.: Clinical 
Pharmacology and Therapeutic Use of Dexbromphen- 
iramine Maleate (Disomer), a new Histamine Antago- 
nist (submitted for publication). (2) Medical Department, 
White Laboratories, Inc. 


WHITE LABORATORIES, INC. 


Kenilworth, New Jersey 


DEXBROMPHENIRAMINE MALEATE 


sheds the molecular dross 
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Improvement is marked in virtually 9 out of 10 ver- 

tiginous patients on antivert.' Combines two effective 

therapies for equilibrium disorders. Each antivert tablet 

contains: 

Meclizine (12.5 mg.)—effective antihistaminic to control 
vestibular dysfunction.’ 

Nicotinic acid (50 mg.)—a drug of choice for prompt 
vasodilation."? 

Prescribe antivert for relief of Meniere’s syndrome, arte- 

riosclerotic vertigo, labyrinthitis, and streptomycin tox- 

icity. Also effective in certain recurrent headaches, 

including migraine. 


~~ ANTIVERT AT WORK 


Dosage: One tablet before each meal. 


Supplied: In bottles of 100 blue-and-white scored tablets. 
Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
2. Charles, C. M.: Geriatrics 2:110 (March) 1956. 3. Shuster, 
B. H.: M. Clin. North America 40:1787 (Nov.) 1956. 4. Dolowitz, 
D. A.: Rocky Mountain M. J. 55:53 (Oct.) 1958. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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tense 
and 
NEYVOUS 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


WW) WALLACE LABORATORIES / New Brunswick, N. J. 
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A survey of 1000 women revealed that psychic and psychosomatic factors 


are responsible for most symptoms of premenstrual tension. 


In a one-year placebo-controlled study,’ Miltown 
a relieved both emotional and physical symptoms in 78% of 42 patients. 


@ was found “an [excellent] drug for repeated use, as in premenstrual 


tension.” 


Miltown causes no adverse effects on circulatory system, G.I. tract, 


respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate M. e lt ® 

(Miltown) in premenstrual tension. ‘ 

J.A.M.A, 164:638, June 8, 1957. ] Own 
meprobamate (Wallace) 


WALLACE LABORATORIES, New Brunswick, N. J. ane 


CM-9443 
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new Noludar 300 


300 mg CAPSULES 


A good night’s sleep can be described in dozens of ways, but ‘‘natural’’ comes 
closest to the kind of sound, refreshing sieep your patients will enjoy when you 
prescribe new NOLUDAR 300. Unsurpassed safety . . . prompt action... . 6 to 8 
hours of undisturbed rest . . . and a cheerful awakening without ‘‘hangover’’— such 
is the quality of sleep with NOLUDAR. 

Well tolerated, non-barbiturate, non-addictive, virtually free of even minor side 
reactions. NOLUDAR®—brand of methyprylon 


DOSAGE: Adults —~ One 300-mg capsule before retiring. Do not exceed prescribed dosage. 


ROCHE asoratories - Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey hal “s 
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Analgesia with a plus 


In Obstetrics, Surgery, Relief of 


MEPERGAN combines PHENERGAN® HCI (promethazine HCl, 
Wyeth) with meperidine HCl. Both drugs have been widely 
employed in the PHENERGAN-meperidine regimen for sound peri- 
surgical and obstetrical management. The merging of the two 
agents in MEPERGAN provides analgesia augmented by the many 
demonstrated values of PHENERGAN. These include the quelling 
of apprehension, the control of nausea and vomiting, the 
potentiation of barbiturates and narcotics, and the facilitation 
of anesthesia. An abundant clinical experience'* confirms that: 


1. MEPERGAN provides analgesia plus sedative, amnesic, anti- 
emetic, antihistaminic, and potentiating actions 


2. MEPERGAN produces analgesia reported to be greater than 
that of its meperidine content 


3. MEPERGAN provides well-tolerated basal anesthesia 


4. MEPERGAN permits smaller doses of anesthetics—important 
in surgery and obstetrics 


5. MEPERGAN permits smaller doses of narcotic analgesics by 
promethazine potentiation—important in obstetrics, in post- 
Operative pain control, and in intractable pain requiring 
extended use of narcotics 


6. MEPERGAN management is virtually free of significant altera- 
tion in vital functions because it reduces the need for other 
depressant agents—important for safety of obstetrical patient 
and baby 
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Severe Pain 


meperidine-promethazine combined 


GAN 


Promethazine Hydrochloride and Meperidine Hydrochloride, Wyeth 


In Obstetrics: MEPERGAN benefits both mother and infant.'* 
Providing predictable maternal sedation and analgesia, it mark- 
edly reduces the need for other narcotics and eliminates the need 
for barbiturates in labor, thus reducing the likelihood of fetal dis- 
tress. In addition, antiemetic protection is afforded, and shorten- 
ing of labor has been consistently reported.' 


In Perisurgical Care : MEPERGAN is useful in all forms of surgery.'* 
It may be used preoperatively for preparatory medication, dur- 
ing surgery as an adjunct to anesthesia, and postoperatively to 
control pain. 


In Severe Pain: MEPERGAN is valuable for the relief of intense 
pain from various causes, including malignancy.’ Its narcotic- 
potentiating action often permits substantial reduction in the 
daily requirements for potent analgesics. 


CAUTION: The package circular should be consulted before 
MEPERGAN is used. See particularly the statements on injection 
routes, dosage, precautions, and side-effects. 


1. Carroll, J.J., and Moir, R.S.: J.A.M.A. /68:2218 (Dec. 27) 1958. 2. Gollin, 
H.A., et al.: Am. Pract. & Dig. Treat. 9:2001 (Dec.) 1958. 3. Potts, C.R., and 
Ullery, J.C.: A Scientific Exhibit. Presented at meeting of American College 
of Obstetricians and Gynecologists, Atlantic City, April 5-8, 1959. 4. Piserchia, 
E.G.:J.M. Soc. New Jersey 55:261 (June) 1958. 5. Light, G.A., et al.: J.A.M.A. 
164:1648 (Aug. 10) 1957. 6. Weiss, W.A., and McGee, J:P., Jr.: Ann. Surg. 
144:861 (Nov.) 1956. 


“Trademark Phitedeiphie 1, Pa. 
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An entirely 

i new compound 
originated 

in Geigy research 
laboratories, 
Tofranil: 


Indications for 
Tofranil include: 


Exercises selective action on 
the symptoms of uncomplicated 
depressions 


Is effective in 70-85% of cases, 
particularly those of endogenous 
depression 


Is frequently successful in even the 
most profound and chronic cases 


Is virtually devoid of serious 
side reactions 


Reduces the need for electro- 
convulsive therapy 


May be administered by either oral 
or intramuscular routes 


Endogenous Depression 

Reactive Depression 

Involutional Melancholia 

Senile Depression 

Depression Associated with Other 
Psychiatric Disorders 


In order to insure optimal results 
with minimal risk of side reactions 
physicians are urged to study 

the “Statement of Directions” 
before prescribing Tofranil. 


Availability: 
Tofranil@ (brand of imipramine HCI): Sugar-coated, 


containing 25 mg. in 2 cc. of solution (1.25 per cent) in 
cartons of 10 and 50. 


Selected Bibliography: 

1, Ayd, F. J., Jr.: Bulletin of School of Medicine, University 
of Maryland 44:29, 1959. 2. Azima, H.: Canad. M. A. J. 
80:535, 1959. 3. Azima, H., and Vispo, R. H.: Am. J. 
Psychiat. 11 5:245, 1958. 4. Kuhn, R.: Am. J. Psychiat. 
115:459, 1958. 5. Lehmann, H. E.; Cahn, C. H., and 

de Verteuil, R. L.: Canad. Psychiat. A. J. 3:155, 1958. 

6. Mann, A. M., and MacPherson, A. S.: Canad. Psychiat. 
A. J. 4:38, 1959. 7. Sloane, R. B.; Habib, A., and 

Batt, U. E.: Canad. M. A. J. 80:540, 1959. 8. Straker, M.: 
Canad. M. A. J. 60:546, 1959. 
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Tofranil” in the Treatment 


Geigy Ardsley, New York 
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CHLOROMYCETIN 


MANY STRAINS OF HOSPITAL STAPHYLOCOCCI 


The organism that is often involved in minor and major bacterial infections!—staphylococcus aureus—is 
still sensitive to CHLOROMYCETIN in a great many instances.2.3 One recent survey, for example, reveals 
that, in most hospitals, the proportion of strains of staphylococci resistant to chloramphenicol 
[CHLOROMYCETIN] is “... generally less than 10%.”4 

In a comparative hospital study, extensive use of CHLOROMYCETIN over a five-year period did not result 
in increased resistance of staphylococci to the drug.5 Other investigators describe as impressive “...the con- 
sistently high sensitivity pattern maintained by staphylococcal strains isolated in hospitals where use of the 
antibiotic has not been curtailed.”6 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated with 
its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with certain 
other drugs, adequate blood studies should be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Brown, J. W.: J.A.M.A, 166:1185, 1958. (2) Schneierson, S. S.: J. Mt. Sinai Hosp. New York 25:52, 1958. 
(3) Goslings, W. R. O., & Biichli, K.: Arch. Int. Med. 102:691, 1958. (4) Blair, J. E., & Carr, M.: J.A.M.A. 166:1192, 1958. (5) Royer, A., 
in Welch, H., & Marti-Ibafiez, E: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 783. (6) Woodward, 
T. E., & Wisseman, C. L., Jr.: Chloromycetin (Chloramphenicol), New York, Medical Encyclopedia, Inc., 1958, p. 9. (7) Suter, L. S., & 
Ulrich, E. W.: Antibiotics & Chemother. 9:38, 1959. 
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175 strains 


176 strains 


159 strains 


178 strains 


IN VITRO SENSITIVITY OF STAPHYLOCOCCUS AUREUS 
TO CHLOROMYCETIN AND TO THREE OTHER ANTIBIOTICS* 


CHLOROMYCETIN 381.6% 


ANTIBIOTIC A 48.3% 


ANTIBIOTIC B 37.1% 


ANTIBIOTIC C 36.5% 


t) 20 40 60 80 100 


*Adapted from Suter & Ulrich.? These antibiotics were tested by the tube dilution 
method, using a concentration of 12.5 mceg/ml. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN : 
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*“Deprol’* provides 


TREATMENT 


at 
three 
levels 


hypothalamus 


thalamus and 
limbic system 


spinal cord 
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FOR DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


“Features of anxiety commonly accompany depressive features, 
and not infrequently these anxiety symptoms, not those of the 
underlying and primary depression, are the presenting ones.” 


Yonge, K.A.: Depressions in disguise. Canad. M.A.J. 74:693, May 1, 1956. 


RELIEVES DEPRESSION 
by improving mood and outlook without excessive stimulation or rebound depres- 
sion. Relieves symptoms such as crying, lethargy, loss of appetite, insomnia. 


RELIEVES ASSOCIATED ANXIETY 

by reducing exaggerated reaction at the seat of emotions. Does not depress cortical 
activity. Does not impair mental efficiency or normal behavior. No risk of drug- 
induced depression. 


RELIEVES ASSOCIATED PHYSICAL TENSION 
by relaxing skeletal muscle. Aids restful sleep and reduces likelihood of symptom 
formation due to depression. Does not impair motor control. 


Confirmed efficacy A At 
= Documented safety O 
= Simple’q.i.d. dosage 
benactyzine. + meprobamate 


Supplied: Bottles of 50 light-pink, scored tablets. 
Composition: Each tablet contains 1 mg. 2-diethylaminoethyl 


berizilate hydrochloride (benactyzine HCl) and 400 mg. meprobamate, 


ey WALLACE LABORATORIES, New Brunswick, N. 7. 
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J.A.M.A., Aug. 1, 1959 


ANNUAL MEETING 


Mobile, Apr. 21-23 
Anchorage 


56 __ LIST OF CONSTITUENT MEDICAL ASSOCIATIONS 


PRESIDENT EXECUTIVE OFFICER 
W. R. Carter, Repton Mr. W. A. Dozier Jr., 19 8. Jackson St., Montgomery.. 
George E. Hale, Anchorage.... .|Robert B. Wilkins, 1121 Fourth Ave. ’ Anchorage 
Dermont W. Melick, Phoenix.. . R. Carpenter, 826 Security Bldg., Phoenix 
James M. Kolb, Clarksville.... . Paul C. Schaefer, 218 Kelley Bldg., Ft. Smith 
\T Erie Reynolds, Oakland 9... . John Hunton, 450 Sutter St., San Francisco 8 
|John I, Zarit, Mr. Sethman, 835 Republic Bldg., 
Walter I. William R. Richards, 160 St. Ronan St., New Haven.. 
Alfred R. Shands Jr., Wilmington.. M4 L. Cannon, 621 Delaware Ave., Wilmington 
District of Columbia, Med. Soe. of...|W. LeRoy Dunn, Washington 6 Mr. T. Wiprud, 1718 M St. N.W., W ashington 6 
Florida Medical Association Ralph W. Jack, Miami 37 Mr. William H. Parham, P.O. Box 2411, Jacksonville 1, 
Georgia, Medical Association of Luther Wolff, Columbus..... ..| Mr. D. Krueger, 875 W. Peachtree St., N.E. Atlanta 
Hawaii Medical Association Toru Nishigaya, Honolulu Lee McC aslin, 510 8. Beretania St., Honolulu 
Idaho State Medical Association Quentin W. Mack, Boise Mr. Armand a Bird, 364 Sonna Bldg., i 
Illinois State Medical Society Joseph T. O'Neill, Ottawa Harold M. Camp, 224 8S. Main St., Monmouth 
Indiana State Medical Association, ..|Kenneth L, Olson, South Bend Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4 
lowa State Medical Society. J. W. Billingsley, Newton Mr. Donald L. Taylor, 529 36th St., 
Isthmian Canal Zone, Med. Assn. of..|Col. Francis Wilson, Ft. Clayton. .|William T. Bailey, Box 2005, Balboa Reghte.... 
Kansas Medical Society ‘lt. P. Buteher, Emporia.. ..|Mr. Oliver E. Ebel, 315 W. Fourth St., Topek 
Kentucky State Medical Association. .|R. W. Robertson, Paducah. Mr. J. P. Sanford, 1169 Eastern Pkwy., 
Louisiana State Medical Society ‘lw. Robyn Hardy, New Orieans..... ©. Grenes Cole, 1430 Tulane Ave., 
Maine Medical Association jAllan Woodcock, Bangor D. F. Hanley, P.O. Box 240, Brunswick 
Maryland, Med. and Chir. Faculty of| Leslie E. Daugherty, Cumberland..|Mr. John Sargeant, 1211 Cathedral St., Baltimore. 
Massachusetts Medical Society ew rence R. Dame, Greenfield Robert W. Buck, 22 The Fenway, Boston 15 
Michigan State Medical Society . B. Saltonstall, Charlevoix Mr. William J. Burns, 606 Townsend, Lansing 15 


SOCIETY 
Alabama, Med. Assn. of the State of. 
Alaska State Medical Association.... 
Arizona Medical Association 
Arkansas Medical Society 
California Medical Association 
Colorado State Medical Society 
Connecticut State Medical Society.... 
Delaware, Medical Society of 


Pine Bluff, Apr. 18-20 
Los Angeles, Feb. 21-24 
Denver, Sept. 8-11 


Oct. 14-15 

Washington, D. C., Nov. 
Jacksonville, Apr. 8-12 
Columbus, May 1-4 

Apr. 28-May 1 

Sun Valley, June 15-18 
Chicago, May 24-27 
Indianapolis, Oct. 6-9 
Des Moines, Apr. 24-27 
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-| Louisville, Sept. 22-24 
Baton Rouge, May 2-4 
-|Rockland, June 19-21 
-|Baltimore, Apr. 20-22 
Boston, May 17-19 
Grand Rapids, Sept. 28- 
Oct. 3 
Rochester, May 23-25 
Jackson, May 10-12 
St. Louis, Mar. 13-16 
Butte, Sept. 17-19 
Lineoln, Apr. 25-28 
Reno, Aug. 19-22 
Manchester, Vt., Oct. 1-4 
Atlantie City, May 14-18 
Albuquerque, May 10-13 
New York City, May 7-13 
Raleigh, May 1-4 
Grand Forks, Apr. 30-May 3 


. H. W. Brunn, 496 Lowry Med. Arts Bldg., St. Paul 2 
. R. B. Kennedy, 735 Riverside Dr., 
. T. R. O'Brien, 634 N. Grand Blvd., § 
. L. R. Hegland, P.O. Box 1692, Bi 
. M. C, Smith, 1815 Sharp Bldg., 
. Nelson B. Neff, P.O. Box 188, R 
. Hamilton 8. Putnam, 18 School St., Concord 
Mr. Richard I. Nevin, J.0. Box 904, Trenton 5.......... 
Mr. R. R. Marshall, 220 First Natl. Bank, ee. 
Herbert T Wagner, 750 Third Ave., New York 1 
Mr. James T Barnes, 203 Capitol C ‘lub Bldg., Raicigh.. 
Mr. Lyle Limond, Box 1198, Bismarck 
Mr. ©. 8. Nelson, 79 East State St., Columbus 15 
ne H. Graham, P.O. Box 9696, Shartel Station, 
Okla. 
Mr. Roscoe K. Miller, 1020 S. W. Taylor St., Portland... 
Mr. Lester H. Perry, 230 State St., Harrisburg 


Minnesota State Medical Association. 
Mississippi State Medical Association}! J 
Missouri State Medical Association...|Ralph Perry, Kansas City 
Montana Medical Association Herbert T. Caraway, Billings. 
Nebraska State Medical Association. .|/E. E. Koebbe, Columbus....... 
Nevada State Medical Association...|Roland W. Stahr, Reno 

New Hampshire Medical Society..;...|Clinton R. Mullins, Concord... 

New Jersey, Medical Society of F. Clyde Bowers, Mendham 

New Mexico Medical Society Louis M. Overton, Alburquerque... 
New York, Med. Soc. of the State of..|Henry I. Fineberg, Jamaica 

N. Carolina, Med, Soc. of the State of|John C. Reece, Morganton 

North Dakota State Medical Assn....|J. C. Faweett, Devils Lake 

Ohio State Medical Association Frank H. Mayfield, Cincinnati..... 
Oklahoma State Medical Association.|Alfred Baker, Durant 


Herman A. Dickel, Portland 
John T. Farrell Jr., Philadelphia 3. 
Eugenio Fernandez-Cerra, 


Lincoln 


Oklahoma City, May 1-4 

Oregon State Medical Society Medford, Sept. 23-25 

Pennsylvania, Med. Soc. of State of. Pittsburgh, Oct. 18-28 

Puerto Rico Medical Association 
Santuree, Noy. 24-28 

May 10-11 

Myrtle Beach, May 17-19 

Aberdeen 

Nashville, Apr. 10-13 

Fort Worth, Apr. 9-12 

..|Salt Lake City, Sept. 16-18 

Thomas, Virgin Islands......... 

..|Manchester, Oct. 1-4 

..|Roanoke, Oct. 4-7 

.|Seattle, Sept. 13-16 

White Sulphur Springs, 

Aug. 20-22 
Milwaukee, May 3-5 
Moran, Sept. 7-10 


M. J. A. Sanchez, Box 9111, Santurce 

J. E. Farrell, 106 Francis St., Providence 3 

Mr. M. L. Meadors, 309 W. Evans St., 

.|Mr. J. C. Foster, lst Nat’l Bank Blidg., Sioux Falls.... 
Mr. Jack E. Ballentine, ‘" 2 Louise Ave., Nashville 5.... 

Mr. C. L, Williston, 1801 N . Lamar Blyd., Austin 


Rhode Island Medical Society 
South Carolina Medical Association. .|William Weston 
South Dakota State Medical Assn....)/R. A. Buchanan, 
Tennessee State Medical Association.|Harmon L. } 

. j i Franklin W. Yeager, Corpus Christi 
U. R. Bryner, Salt Lake City 2 
David C. 

Wayne Griffith, Chester..... 
Walter P. Adams, Norfolk......... 
Emmett L. Calhoun, Aberdeen 
George F. Evans, Clarksburg.... 


©. Warren Smith, St. 
Mr. Getty Page, 128 Merchants Row, Rutland... 
Mr. R, I. Howard, 4205 Dover Rd., Richmond 21. 
Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1 ‘ 
Mr. Charles Lively, Box 1031, Charleston 24............ 


©. H. Crownhart, P.O. 1109, Madison 1............ 
Arthur Abbey, Box 2036, Cheyenne 


U. 8. Virgin Islands Medical Society.. 
Vermont State Medical Society 
Virginia, Medical Society of 
Washington State Medical Assn 
West Virginia State Medical Assn..... 


Mr. 
Mr. 


William B. Hildebrand, Menasha... 


Wisconsin, State Medical Society of.. 
Benjamin Gitlitz, Thermopolis..... 


Wyoming State Medical Soe iety. 


FREE | 
CATALOG 


and 
INFORMATION 
KIT! 


COLWELL 
OFFICE-RECORD 
«SUPPLIES 
PROFESSIONAL 
STATIONERY 
for PHYSICIANS 


Keep 
Your 
Journals 


Clean 
Orderly 


- Accessible 


FILE CASE 


THE JOURNAL A. M. A. and 
A. M. A. SPECIALTY JOURNALS 


@ DAILY LOG RECORD BOOK 
@ COLWELL'S 

APPOINTMENT LOG 
@ PROFESSIONAL STATIONERY 
@ PATIENTS’ RECORDS 
@ MEDICAL FORMS 
@ FILING SUPPLIES 


SSS an economical substi- 

tute for a permanent 

binding. Easy to handle, 

with each copy separate for convenient refer- 


ence. Labels for cases with imprinted titles of 


THE COLWELL COMPANY 
236 W. University Ave., Champaign, Ill. 


Please send me the Colwell Cat- 
alog for Physicians PLUS Infor- 
mation Kit containing actual sam- 
ples, detailed descriptions and 
the newest items in the Colwell 
line of Practice Management 
Aids. 


file a year’s copies. 


STATE 


periodicals, furnished on order. 


FILE CASES for A.M.A. PERIODICALS: These cases, 
made of durable boxboard covered with black binder’s 
cloth and open on one side have been devised to keep 
copies of THE JOURNAL A. M. A. and the specialty 
A. M. A. journals clean, orderly and always accessible. 
They are an economical substitute for permanent binding 
and have the advantage of leaving each copy separate and 
loose from the others for convenient reference. Labels for 
cases with names of periodicals are furnished according 
to orders. For THE age M. A., three cases will 


© FOR A.M.A. SPECIALTY JOURNALS: each case ac- 


te of "Price, $1.50 per set. 


Send order and remittance to 
AMERICAN MEDICAL ASSN., 535 N. Dearborn St., Chicago 10 


Chicago 6, Ill. U.S.A. 


BECK-LEE CORP. 
Dept. A-859, 630 W Jackson Bivd. 
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rer ADDRE commodates one volume (or 6 issues). Two cases (or 1 7 


Reports in hundreds 
of leading journals and 
scores of standard textbooks 
reflect the position of Gantrisin as a drug 
of choice in urinary and other bacterial infections. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc + Nutley 10 * N. J. 
GANTRISIN®—brand of suifisoxazole ROCHE® 


Cacy 
ae 


Record of patient with congestive failure, treated at a leading 
Philadelphia hospital. Photos used with permission of the patient. 


marked pitting edema 


cleared in 4 days 
with Esidrix 


Milligram-for-milligram, Esidrix provides the highest 
fluid yields, lowest blood-pressure levels yet achieved 
with oral diuretic-antihypertensive therapy. 


Indicated in: 

congestive heart failure 
hypertension 

hypertensive vascular disease 
premenstrual edema 


toxemia of pregnancy 


edema of pregnancy 
steroid-induced edema 


nephrosis 
nephritis 
& I B A SUMMIT, N. J. 


DOSAGE: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single 
dose may be given in the morning or 
tablets may be administered 2 or 3 times 
a day, 

suPPLIED: Tablets, 25 mg. (pink, scored); 
bottles of 100 and 1000. Tablets, 50 mg. 
(yellow, scored); bottles of 100 and 1000, 


reserpine 


2/2706MK 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4-+-) of pretibial 
and ankle areas. Admission diagnosis: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient L.S. 
Date 3/4 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1-+ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


3/10 3/11 


Urinary 
Output (mi.) 840 


1350 


‘Weight (Ibs.) 139 


134 


Esidrix. Dosage 
(mg./ day) 


(hydrochlorothiazide CIBA) 


» relieves edema in certain patients refractory to other diuretics’ 


« at least 10 times more active than chlorothiazide, provides the same 


therapeutic benefits with but 1/10 the dosage—or even less 


= is exceptionally well-tolerated ... minimizes the likelihood of 


electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: Am. J. Cardiol. 3:144 (Feb.) 1959. 
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YOU CAN’T GO 
WRONG WITH 


H... R. ACTHAR’GEL 


CONVENIENCE 


EFFECTIVENESS 


EXPERIENCE 


SAFETY 


because the 
4 main points 
are clearly 
indicated 


® Proven in over 100 
disease conditions 


® An agent of choice in 
45 diseases 


® Effects sustained up to 
72 hours 


® A record established over 

10 years of continuous treatment 
in a group of 8 patients 

with no serious side effects noted 


And a most extensive clinical 
and experimental background. 
Selected Conditions for Short-Term 
Asthma--Bursitis, Tenosynovitis-~ 
Dermatitis (contact, drug, etc.) 
~-Eye Diseases (acute, inflammatory) 
~-Hay Fever~-Gout--Hyperemesis 
Gravidarum-—Penicillin Reactions 
-~Serum Sickness--Urticaria 
Highly Purified ACTHAR Gel is the Armour 
Pharmaceutical Company brand of 
repository corticotropin (ACTH). 


Supplied: 5 cc. vials of 20, 40, 80 
per cc. Aliso ina 
Spo ié syringe form, in a potency eee 
of Units, 
ARMOUR PHARMACEUTICAL COMPANY + KANKAKEE, ILLINOIS 


Armour Means Protection 


J.A.M.A., Aug. 1, 1959 


FROM OTHER PAGES 
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Not Too Much Intravenous Drip 


It helps us to think of the fluid in the body as consisting 
of several component parts. Of these, it is the changes in 
the extracellular fluid which we find easiest to follow, and 
this compartment I plan to represent rather crudely as a 
water tank inside the body. In health, this tank is filled by 
one tap, . . . the gullet. . . . The tank is drained by several 
outlets, of which the chief one is the kidney. . . . 

In disease, . . .—and for the purpose of this discussion I 
must reluctantly place surgery in this category—. . . the 
range of efficient working of the fluid-balancing system may 
. . . be considerably reduced. This is all the more unfortu- 
nate since, in disease, fluid may leak out of the tank in 
large amounts. .. . 

After surgical operations the gullet-tap . . . is often out 
of action and we are constrained to give fluid by some other 
route; most often it is the intravenous one. I am old- 
fashioned enough to believe that the intravenous route is 
sufficiently dangerous to be used only with great caution 
and with good reason. The trouble often begins—and by 
trouble I mean the “intravenous drip”—with the anesthetist, 
who wants a vein for his medication; it is perpetuated by 
the resident, accepted by the sister, condoned by the regis- 
trar, overlooked by the honorary, tolerated by the patient; 
but all too often, I fear, the whole maneuver is to Nature 
wholly abhorrent. 

How often do we encounter . . . the unhappy patient 
whose convalescence is made uncomfortable by a long 
tender line of phlebitis in each arm? How often is the 
wound of the “cut down” at the ankle the last to heal? 
May I respectfully remind some of you that 20 years ago 
we conducted operations without the use of intravenous 
therapy? And may I .. . dare to point out that some of our 
patients miraculously survived? . . . We should be cautious 
in instituting intravenous therapy, and should do so only 
with very good reason, and that equally we should show 
some reluctance in its perpetuation. For the patient who 
has had a straightforward operation, and who will be able 
next day to begin taking fluid by mouth, it is totally un- 
necessary. .. . 

I venture to suggest that our errors in treatment are in 
the main more of commission than of omission, and that 
they are born very often of a most unwise and uncritical 
prescription on the basis of a single examination of the 
electrolytes. . . . Remember the level in the tank. Do not 
fill it so fast that the outlet cannot keep pace, and remem- 
ber that the outlet valve after operation is half closed any- 
way. When the tank has developed leaks, try to make an 
estimate of their size and of their duration. . . . Measure 
accurately all losses, normal and abnormal, and _ replace 


them as they occur; but do not make the mistake of manag- 
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ing the fluid input by remote control guided only by analysis 
of the plasma electrolytes. Stand back, rather so that more 
appears in the picture, and prescribe treatment from hour 
to hour in the light of experience and taking care not to give 
too little, make sure you do not give too much.—M. Ewing, 
M.D., Not Too Much, The Medical Journal of Australia, 
Jan. 10, 1959. 


Education of Physicians During the Colonial 
and Early Federal Period 


Before the first American medical colleges were estab- 
lished in the 1760's, there were about 3500 practitioners of 
medicine in the colonies, of whom approximately 10% held 
the degree of doctor of medicine from some European uni- 
versity. . . . The few men who did hold the M.D. degree 
in those early years were the products of a lengthy program 
of education. ... 

A good example of such an education was that of John 
Morgan, founder of the medical department of the College 
of Philadelphia—now the University of Pennsylvania. He 
had taken his B.A. with the first class of the College in 1757. 
With his classical studies behind him, he served a preceptor- 
ship under Dr. John Redman, a noted physician of Phila- 
delphia, and then did a stint as an army surgeon during 
the French and Indian War. By this time he had enjoyed 
the liberalizing effects of both a college education and his 
experiences as an apprentice and as a neophyte practitioner. 
At this point Morgan departed for Europe, where he spent 
the next 5 years earning his M.D. at the University of 
Edinburgh and studying medicine in London, Paris, and 
Rome. Fired with the determination to establish a medical 
school in the colonies, Morgan returned to the College of 
Philadelphia and, at the commencement of 1765, delivered 
his “Discourse upon the Institution of Medical Schools in 
America.” . . . He placed considerable emphasis on the im- 
portance of education preliminary to the study of medicine. 

The student desiring to study medicine at John Morgan’s 
new department in the College of Philadelphia had to 
establish his qualification for admission by showing that he 
held an arts degree, or by passing examinations in Latin, 
mathematics, and natural and experimental philosophy. 
Thereupon he entered a 7-year course of study and appren- 
ticeship which led first to a Bachelor of Medicine degree 
and finally to the M.D. 

It may have been that such a rigorous program . . . was 
too rich for the blood of medical students in America. At 
any rate, by 1776, roughly 10 years after their founding, 
the College of Philadelphia and Kings College (Columbia), 
between them, had conferred only 51 M.D. degrees. Thir- 
teen years later, the trustees of the College of Philadelphia 
found it necessary to make a change in their medical pro- 
gram which was symbolic of a trend which dominated 
medical education for the next hundred years. Under pres- 
sure to produce more physicians to meet the needs of the 
rapidly growing colonies, the trustees abandoned the Bache- 
lor of Medicine degree and reduced the term of training 
for the M.D. from 7 years to a minimum of 4 years, con- 
sisting of 2 years of apprenticeship followed by two years 
of lectures, the second year being a repetition of the first.— 
K. P. Bunnell, Liberal Education and American Medicine, 
The Journal of Medical Education, April, 1958. 


INFLAMMATION 
REGARDLESS OF CAUSE, 
TYPE OR SITE 


therapeutic 

Chymar Aqueous or in Oil 
alleviates inflammation 
regardless of cause, 
regardless of type, 
regardless of site. 
Absorption of edema and 
blood extravasates is 
accelerated with relief 
of pain and restoration 
of impaired local blood 
and lymph circulation. 


prophylactic 

Chymar Aqueous or in Oil, 
when given early enough, 
averts inflammatory 
tissue reaction and 
edema, hastens absorption 
of hematoma; relieves 
muscle spasm in traumatic 
injuries. 


adjunctive 

Chymar Aqueous or in Oil 
supplements antibiotic 
action in treatment of 
local infections. "The 
Simultaneous administration 
of an antiphlogistic 

agent, such as chymotrypsin, 
with a bacteriostatic drug 
makes the patient comfortable 
almost at once."* 


® 
C HYMAR AQUEOUS OR IN OIL 
Chymotrypsin 


ARMOUR 


*Cornbleet, T.; Chesrow, K., and Latoni, J.: 
Antibiotic Med. & Clin. Therap. 6:21, 1950. 


ARMOUR PHARMACEUTICAL COMPANY + KANKAKEE, ILLINOIS 


Armour Means Protection 
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meprobamate 
continuous 
release 
capsules 


Evenly sustain relaxation of mind and muscle ‘round the clock 


7 
MEPROSPAN THERA MEPROSPAN THERAPY 


TABLET THERAPY 


\ 


RELIEVE ANXIETY, TENSION AND SKELETAL MUS PROVIDE UNINTERRUPTED SLEEP THROUGH. 
CLE SPASM THROUGHOUT THE DAY OUT THE NIGHT 


MILTOWN® IN CONTINUOUS RELEASE CAPSULES 


TWO MEPROSPAN CAPSULES IN THE MORNING [ 7] TWO MEPROSPAN CAPSULES AT BEDTIME 


#» maintains constant level of relaxation 
=» minimal side effects 
» simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 


Each capsule contains : 
Meprobamate (Wallace) . ................ 200 mg. 


dicarbamate 


Literature and samples on request. 
Q) WALLACE LABORATORIES, New Brunswick, N. J. 
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due to staph 


: post-surgical mfectior 
genito-urinary infectior 
: 


For prompt therapeutic results, — 
antibiotic to use in infections due 


POSTABORTAL SEPSIS 
“PROMPT DEFERVESCENCE” AND RECOVERY WITH KANTREX 


HOSPITAL DAYS 1 2 3 4 5 6 


(deve to staph or 


sf N. A., a 27-year-old female 
_ with postabortal sepsis due to 
E. coli and Staph. albus had 
“prompt defervescence” and 
recovery with Kantrex after 
2 other antibiotics had proved 
ineffective. No toxic effects 
were observed. 
Culture G. M., and Schweinburg, F. 
Penicillin ¥ Annals N.Y, Acad. Sci. 76: 348, 
Streptomycin 2 1958. 
KANTREX 


4 
98 4 


“DRAMATIC” RESULT WITH KANTREX AFTER OTHER ANTIBIOTICS FAIL 


HOSPITAL DAYS 2 4 6 8 
1057 + + 
| 
1034 


.. shin, soft tissue and 
post-surgical infections 
(dve te stoph or “grem-negatives” 


J. H. W., 12-year-old boy with 
appendiceal abscess due to 
Staph, aureus, showed a 
“clear-cut” and “dramatic” re- 
sponse to Kantrex after 
other antibiotics had failed. 
No toxic reactions were noted. ee 
~ Yow, BE. M., and Monzon, t 
76:372, 1958 
50 


KANTREX (mg./kg./day) 


Nw STAPH PNEUMONIA 
KANTREX SUCCESSFUL; 3 OTHER ANTIBIOTICS INEFFECTIVE 


ein tract infections 
 (dve to staph ov “gram-negatives”’) 


"7. A., a 4-week-old female in- 
with pneumonia, pyo- 
derma and septicemia due to 
Staph, aureus showed a 
prompt beneficial effect and 

uneventful recovery with 
Kawrrex. after 3 other anti- 
 bioties kad proved uncuccess- 


ful. “No serious untoward 
.sreactions wese observed,” 
Riley, BL D., Antibiotics 
Annual 1958-1959, p. 623 


KANTREX 


WBC K 1000 16.1 149 15.4 22.3 15.0 9.4 


solution in conce {atable at room tem 


PRECAUTION: In patients with renal insufficiency, dienes perature indefinitely) : 
ld be rethue ed to avoid the KANTREX Injection, 0.5 Gm. k tin (as in 2 mi. volume, 


show 


KANTREX INJECTION 


KANTREX sensitivity discs and comprehensive 
BRISTOL LABORATORIES INC., Syracuse, New York literature available on request. 
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OCULAR SURGERY IN THE AGED 


Morris Feldstein, M.D., Abraham L. Kornzweig, M.D. 


Julius Schneider, M.D., New York 


LD AGE presents special problems in ma- 

jor ocular surgery. In order to bring the 

light of experience to bear on this question. 

we have reviewed the 118 major eye opera- 

tions done on the residents of the Home for Aged 
and Infirm Hebrews of New York over the past 15 
years. These persons were all over 65 years of age. 
We have studied the types of operations, the 
preoperative medical status, age at operation, the 
results of surgery, and the complications which we 
have encountered, both local and general, and have 
tried to derive some general principles as to the 
feasibility of surgery and the risks involved in this 


age group. 
Indications and Contraindications 


The indications for ocular surgery were fairly 
limited in scope. Most of the operations were for 
restoration of vision which had been lost due to 
cataract formation. Surgery was also used in cases 
ot glaucoma when medical measures had failed. 
There were other indications, but these were rela- 
tively few in number. 

Table 1 lists the number of operations in the 
different categories. Cataract extractions total 85 
cases, or 72%, Operations for glaucoma were done 
in 18 cases, and there were 4 operations for retinal 


The beneficial results of surgery were 
weighed against the risks in a review of 118 
major eye operations on a series of patients 
from 65 to 94 years of age. Eighty-five oper- 
ations were for cataract and 18 for glau- 
coma. Most patients had some form of circu- 
latory disease, 19 had hernias, 16 had 
pulmonary emphysema, and 11 had dia- 
betes. Nevertheless, there were only two 
deaths attributable to the operation. The 
declining years of many of these patients 
were immeasurably brightened by restoration 
of vision, which in some cases meant ability 
to carry on a reasonably self-sufficient and 
meaningful existence for many years without 
being a constant burden to others. Undue 
emphasis on the risks of operation can lead 
to the withholding of beneficial ocular sur- 
gery in the aged. 


detachment. The balance, as can be seen from the 
table, is composed of a small number of different 
procedures. 


From the Department of Ophthalmology, the Home for Aged and Infirm Hebrews of New York, and the Ophthalmology Service, the Mount Sinai 
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The most important contraindication for per- 
formance of surgery was the presence of a psychotic 
state which rendered the patient unmanageable or 
likely to be unaware of his visual status. A second 
one was the patient’s own lack of desire for surgery 
despite the presence of a material decrease in vision. 


TasLe 1.—Types of Ocular Surgery Performed on Persons 
over Sixty-five Years of Age in 118 Cases 


Cataract extraction 
Intracapsular 
Extracapsular 

Discission 

Glaucoma procedures® 

Enucleation 

Retinopexy 

Dacryocystorhinostomy 

Biopsy of lacrimal gland 

Tarsorrhaphy 

Sphincterotomy 

Dacryocystectomy 


Total 


*See table 5. 


However, in such cases if there was any condition 
likely to cause irreversible damage to the eye, such 
as the presence of glaucoma or a hypermature 
cataract, the patient was strongly urged to undergo 
surgery and usually he followed this advice. Oc- 
casionally there were situations where surgery 
would have been considered except for the presence 
of another condition which was an active threat 
to life itself. In such instances the elective surgery 
of the eye was either postponed or abandoned. 
However, numerous serious medical conditions 
which coexisted at the time surgery was indicated 
were considered as deterrents rather than absolute 
contraindications. These included coronary sclerosis 


with severe insufficiency, severe diabetes, status 


after recent myocardial infarction, status after re- 
cent cerebrovascular accident, advanced hyper- 
tension, and severe asthma. No attempt was made 
to set up hard and fast rules, since each problem 
was discussed and evaluated with the medical staff. 
The complicating conditions and their frequency 
are listed in table 2. Hypertension of varying de- 
grees was by far the commonest condition en- 
countered at the time of operation. Arteriosclerotic 
heart disease was present in many patients. Hernias 
of all types, pulmonary emphysema, peripheral 
arteriosclerosis, general arteriosclerosis, varicose 
veins, and hypertrophy of the prostate were also 
encountered. 


Risks Versus Gains 


There were limited goals in the operations per- 
formed, particularly those concerned with cataract 
or glaucoma. Each operation was a calculated risk 
in itself, and oftentimes, in questionable cases, the 
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patient’s demands for vision were the deciding fac- 
tor. The following case is of particular interest in 
this regard. 

An 83-year-old male had bilateral cataracts. How- 
ever, the medical department was loath to give 
permission for surgery because he suffered from 
left-sided heart failure, pulmonary emphysema, 


_hypertension, epidermoid (squamous cell) carcinoma 


of the vocal cord, chronic cholecystitis, and severe 
orthopnea, which presented a special problem since 
cataract operations are usually performed with the 
patient in the recumbent position. When the patient 
finally threatened to commit suicide if something 
were not done to restore his vision, the medical 
department reluctantly, with the consent of the 
psychiatric department, agreed to permit the patient 
to undergo ocular surgery. A combined intracapsu- 
lar cataract extraction was done on the right eye. 
The patient was operated on in a semirecumbent 
position. He was allowed out of bed the day of 


TaBLE 2.—Antecedent General Diseases of Patients 
Undergoing Eye Surgery 

No. of 
Patients 

Hypertension 

Arteriosclerotic heart disease 

Congestive heart failure 

Myocardial infarction 

Diabetes mellitus 

Pulmonary emphysema 

Status after cerebral accident 

Hypertrophy of prostate 

Osteoarthropathy 

Deafness 

Prostatectomy 

Kyphoscoliosis 

Healed pulmonary tuberculosis 

Hernias, all types .... 

Diverticulosis, colon 

Diverticulosis, esophagus 

Fracture, hip 

Subtotal gastrectomy 

Status after brain concussion 

Paralysis agitans 

Hemorrhoids 

Thrombophlebitis 

Asthma 

Pulmonary 

Epidermoid (squamous cell) carcinoma of vocal cord.. 

Amputation, leg 

Senile schizophrenia 


— 


the operation, being permitted to sit up in a wheel 
chair. The postoperative course was completely 
uneventful. His medical condition showed no de- 
terioration as a result of surgery. Within four 
weeks the patient was fitted with glasses, and his 
resulting vision was 15/30 in the right eye. Although 
he lived for only eight months after the operation, 
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those months were immeasurably brightened by his 
ability to see. All members of our staff agreed that 
the risks taken in this case were thoroughly justified. 

There were other cases with similar considera- 
tions in varying degrees. These older persons stand 
to gain a great deal by the restoration of vision in 
their declining years in spite of whatever risks may 
be entailed. This became more apparent as we 
realized that these risks have frequently been over- 
estimated. It would be well indeed for physicians 
in general to approach this problem with a fresh 
viewpoint. 


Age Distribution 


Most of the operations were done on patients 
between 75 and 84 years of age (70 patients). The 
balance of cases was evenly distributed between 
those in the age groups 65-74 (28 patients) and 
85-94 (20 patients). Operative indications were not 
encountered in anyone over 94 years of age. 


Results 


The results of the cataract extractions were ex- 
tremely encouraging (table 3). In 59, or 87%, of 68 
intracapsular cataract extractions there was vision 


TABLE 3.—Vision After Cataract Extraction in 
Eighty-five Cases 
Intra- Extra- 
Vision eapsular capsular 
3 


1 
4 
6 
1 


5 


15/70 or better 59(87%) 12(71%) 


of 15/70 or better as a result of operation. Of 17 
extracapsular cataract extractions done, 12, or 71%, 
resulted in vision of 15/70 or better. When both 
types of procedures are considered together, a total 
of 71 eyes, or 84%, showed a vision of 15/70 or 
better. This is sufficient vision to enable the patient 
to take care of himself. 

Postoperative vision after cataract extraction is 
shown in table 4 according to age group. The ma- 
jority of patients had vision of 15/70 or better in 
every one of the age groups. Detailed analysis of 
the cases in which vision was 15/200 or less re- 
vealed adequate reason for the poor vision; each 
patient showed pathological changes which could 
not be attributed to surgery, except for one case of 
severe vitreous hemorrhage. It is important to note 
that in these cases, with the exception of those of 
optic neuritis and vitreous hemorrhage, all patients 
had a return of useful peripheral vision after cata- 
ract extraction. Their central vision was defective 
by reason of their particular eye lesions. However, 
they were usually grateful for the peripheral vision 
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that they obtained as a result of the operation. It is 
important to appreciate the full value of the vision 
provided by the retina outside of the macular area. 
Even though the macula is destroyed, the vision 
remaining in the rest of the field is sufficient to 
enable the person to carry on a reasonably self- 


TaBLE 4.—Vision After Cataract Extraction, by Age Group 


15/200 


Age Group 15/20 15/25 15/30 15/40 15/50 15/70 16/100 or Less 


* Optie neuritis. 

+ Preoperative senile macular degeneration, 4; old glaucoma, 3; di- 
abetes with macular degeneration, 2; and vitreous hemorrhage, 1. 

Diabetic retinitis. 


sufficient and meaningful existence without being 
a burden to others around him. Therefore, even 
though visual acuity may be reduced by reason of 
macular damage, cataract extraction in this older 
age group is still definitely indicated when cataracts 
are present together with macular degeneration. 

The cases of glaucoma are listed in table 5 ac- 
cording to type of operation and result obtained. 
Most were controlled either with or without medi- 
cation after surgery. Two cases were uncontrollable 
even after surgery and went on to total blindness. 
In general, we favor the use of iridencleisis and 
found it reasonably successful in the comparatively 
few cases of glaucoma that we treated. However, 
this experience is too small to justify any general 
conclusions. 


Complications 


The postoperative complications were few in 
number, especially in view of the age of our patients 
(table 6). The complications are divided into two 
types, general and ocular. In most of the cases there 
were no general complications. This is of particular 
interest because of the fears that attend any ocular 
surgery in this age group, not only in the minds of 
the patient’s family but also in the mind of the 


TaBLe 5.—Results of Treatment of Glaucoma in 
Eighteen Patients 
Controlled 
Without With 


Type of No. of Medica- Medica- Uneon 
Operation Cases tion tion trolled 


Iridencleisis 3 8 
Iridectomy 1 1 


Corneoscleral 
trephination 1 


Cyclodiathermy i one 7 1 


attending physician. Many patients had the usual 
diseases found in this age group, in both number 
and severity, yet it was extremely gratifying to 
find that there were relatively few postoperative 
general complications. Of the 10 patients with 
general complications, 6 suffered from transient 
postoperative psychosis. In more recent experience 
this complication has largely been eliminated be- 
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cause only one eye is covered after operation. In 
previous years, when both eyes were usually cov- 
ered after surgery, postoperative psychosis was 
more apt to occur. In this connection, it is worth- 
while describing the following experience. 

A 73-year-old female had only one functioning 
eye, and this eye had a mature cataract. A com- 
bined intracapsular cataract extraction was done 
and this one eye was dressed, leaving the patient 
in total darkness. The second day after operation 
she developed an acute postoperative psychosis. On 


TasLe 6.—Postoperative Complications of Ocular Surgery 
in 118 Patients 


General No. 
Complications present 

Myocardial infarction with recovery. Pre- 
existing history of 1 occlusion and anginal 
Acute postoperative 6 
Female, aged 75: postoperative congestive fail- 
ure with death after 14 days 
Female, aged 83: acute myocardial infarction 
with death on 2nd day after operation 


Ocular 
Mild iritis due to lens cortex in anterior chamber 
after cataract extraction. Recovered 
Postoperative cataract. Choroidal detachment after 
8 days. Reattached spontaneously 
Extracapsular cataract extraction. Temporary post- 
operative glaucoma and iritis 
Postoperative cataract extraction. Iris prolapse. No 
further surgery. Result good 
Cataract extraction. Vitreous hemorrhage. Slow re- 
covery over period of 3 yr. 
Cataract extraction. Postoperative glaucoma. Con- 
trolled with medication (2 patients ) 
Cataract extraction. Vitreous loss during operation 
and postoperative hyphema. Eventual recovery of 
vision 
Cataract extraction. Postoperative hyphema. Ab- 
sorbed quickly 
Cataract extraction. Postoperative retinal detach- 
ment. Operation successful for retinal detachment 
Cataract extraction. Postoperative corneal dystro- 
phy. Eventual loss of vision 
Cataract extraction. Endophthalmitis. Eventual 
phthisis bulbi 
the third postoperative day the patient was re- 
moved from the hospital and taken back to the 
Home. In addition, the dressing was removed and a 
plastic shield containing a +10 D. sphere in its 
center was placed over the eye and taped on secure- 
ly. Underneath the shield, the eye was open. After 
transfer, the patient’s psychotic condition began to 
improve, and in 48 hours she was again normal. The 
eye itself suffered no damage, healing uneventfully. 
Her final postoperative vision in this eye was 15/40. 
The two cases in which death occurred are worthy 
of special consideration. In one there had been a 
history of previous myocardial infarction and re- 
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peated bouts of cardiac failure over the preceding 
two years. However, the operation was performed 
because the patient was completely disabled by 
her cataracts and personally requested that cataract 
extraction be done. Death due to myocardial in- 
farction occurred two days postoperatively. One 
can only wonder whether this death was due to 
the operation or might not have occurred anyway. 
The second case, in which congestive heart failure 
and death occurred 14 days after operation, raises 
the same question. Since people in this age group 
are continually suffering incidents of myocardial 
infarction, pulmonary infarctions, and other emer- 
gencies, an occasional complicating incident of such 
type may be expected to occur coincidentally with 
surgery. However, even if we attribute these un- 
fortunate sequelae to the surgical intervention, they 
still constitute an extremely small percentage of 
the total. 

The effect of hypertension requires special com- 
ment. This condition was present in 62 of the 118 
patients operated on. In spite of this, the incidence 
of hemorrhage or other complications feared as a 
result of hypertension was extremely low. Only one 
vitreous hemorrhage was encountered and one 
hyphema. This actually is less than the usual per- 
centage encountered in the average published series 
in younger persons. One should not be fearful, 
therefore, of hypertension when one is considering 
the feasibility of ocular surgery. 

The ocular complications were few in number. 
There is a total of 12 such cases, and these are 
enumerated in table 6. One patient developed mild 
iritis, presumably due to the presence of lens cortex 
in the anterior chamber after cataract extraction. 
There was an uneventful recovery from this. An- 
other patient suffered postoperative choroidal de- 
tachment; reattachment occurred spontaneously. 
Postoperative glaucoma and iritis turned out to be 
a temporary condition which resolved under medi- 
cal treatment in one case. A case of postoperative 
iris prolapse after cataract extraction was merely 
observed. The patient continued to enjoy good 
vision and the condition of the eye remained quiet. 
The case in which vitreous hemorrhage was en- 
countered was of particular interest. The patient's 
case was followed over a period of three years, dur- 
ing which time there was slow recovery of vision. 
Eventually vision was 15/40 with correction. 

Two cases of glaucoma developing after cataract 
extraction were controlled with medicaments. An- 
other patient in whom vitreous loss was encountered 
during operation and development of postoperative 
hyphema followed had poor vision for several years. 
However, eventually the vision became 15/50 in 
this eye with correction, which was a most un- 
expected result. Another case of cataract extraction 
with postoperative hyphema was followed by un- 
eventful absorption of the hyphema. A patient with 
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retinal detachment after cataract extraction was 
successfully operated on for this detachment. In 
one case in which corneal dystrophy followed 
cataract extraction there was eventual complete 
loss of vision in this eye. Another case in which 
endophthalmitis developed after cataract extraction 
went on to eventual phthisis bulbi. This list of post- 
operative ocular complications supports the view 
that the fear of these complications should not deter 
one from necessary ocular surgery in the aged. 


Summary 


Ocular surgery was performed in a group of 
patients ranging from 65 to 94 years of age. The 
general conclusion drawn was that too conservative 
attitudes lead to withholding of beneficial pro- 
cedures. 

In this series, 85 operations were done for 
cataract extraction, with only 2 deaths resulting. 
Of these patients, 71 (84%) regained vision of 15/70 
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or better. Eighteen operations were done for 
glaucoma. The condition was eventually controlled 
with or without medication in 16 cases, while 2 
remained uncontrolled in spite of all subsequent 
therapy. 

The field of operative treatment of ocular dis- 
orders in the aged seems to offer the surgeon and 
the general physician a wider opportunity for pro- 
viding useful vision than has heretofore been real- 
ized, since the determining factor is the functional 
status of the person rather than the chronological 
age. 

121 W. 105th St. (25) (Dr. Feldstein). 
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Health Service, Division of Neurological Diseases and Blind- 
ness. 


We wish to express our appreciation to Dr. Joseph Laval 
and the members of the ophthalmological service, the 
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formed. 
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ABDOMINAL PARACENTESIS 


AS A DIAGNOSTIC AID 


Niles D. Chapman, M.D., Lloyd M. Nyhus, M.D. 


and 


Henry N. Harkins, M.D., Seattle 


Despite the spectacular advances of contempo- 
rary surgery, the problem of early, accurate diag- 
nosis in patients with obscure intra-abdominal 
pathology is one that will continue to plague the 
surgeon. The laboratory unfortunately is often of 
little aid. Training, experience, sagacity, and, at 
times, a shrewd intuitive guess will be the surgeon’s 
most reliable aid in establishing the correct diag- 
nosis. The surgical literature is replete with com- 
munications detailing the difficulties of diagnosis 
in patients who have sustained blunt trauma to 
the abdomen or who have a potentially lethal con- 
dition with only a few clues indicating its presence.’ 
The need for an early, correct diagnosis in these 
patients is clear. Some, if operated on needlessly, 
will die, unable to tolerate the added stress of 
unnecessary surgical trauma. Others, when the pa- 
thology remains unrecognized and untreated, may 
have a prolonged, stormy convalescence or may 
become tragic examples of a preventable surgical 


From the Department of Surgery, University of Washington School 
of Medicine, and the Division of Surgery, King County Hospital. 
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ealth. 


tdoctorate 


Definite indications for use of abdominal 
paracentesis include evaluatian of blunt 
trauma to the abdomen, evaluation of the 
condition of comatose patients with possible 
abdominal injuries, and evaluation of con- 
fusing abdominal diagnostic problems. Case 
reports illustrate the value of paracentesis in 
clarifying a confusing clinical picture in cer- 
tain patients who do not present clear-cut 
indications for or against operative therapy. 
A distended abdomen is not a contraindica- 
tion to the procedure. The simple routine 
used was not attended by complications. 
References stress the difficulties that can arise 
in interpreting a peritoneal tap. 


death. Because of our interest in these problems, 
we have investigated the use of abdominal para- 
centesis as a diagnostic aid and have reviewed 
the literature concerning its use. 
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The material to be presented was collected from 
the King County Hospital, Seattle, during the pe- 
riod Jan. 1, 1957, to Dec. 30, 1958. During this 
period abdominal paracentesis was not utilized 
routinely but as an aid in the diagnosis of patients 
who had sustained blunt trauma to the abdomen 
or who had confusing abdominal diagnostic prob- 
lems. This procedure has been valuable in clarify- 
ing some of these difficult diagnostic problems. 
However, the results of certain taps must be in- 
terpreted with extreme caution. Some have, in 
effect, completely misrepresented the true situation; 
thus, the unwary clinician may be led astray by 
the uncritical use of this diagnostic procedure. 


Technique 


Many elaborate and complex methods have been 
used for obtaining samples of the peritoneal fluid. 
Ours has the unique advantage of simplicity. Ma- 


Diagnostic Accuracy of Abdominal Paracentesis as 
Reported in the Literature 


True- True- False- False- 

Positive Negative Positive Negative Total 

pod A Cases, 
Author No. %&% No. No. % No. 

Morton and 
others'« 

Byrne’ 

Moretz, W. H., and 
Erickson, W. G.: 
Am. Surgeon 
2271095, 1956 ... 

Moretz and 
Erickson® 

Byrne™ 

Wright and 
Prigot'4 

Lee, G. Q.: 
California Med. 
89:111, 1958 


Present study .. 


25 


100 


41 


terials commonly found in all hospitals are used, 
and thus no special equipment or sterilization 
procedures are needed. 

After the skin of the undraped abdomen has 
been prepared with a suitable antiseptic solution, 
a small wheal is raised with a 1% procaine solution 
and a small skin incision (2 mm.) is made to allow 
comfortable introduction of a blunt-nosed 17-gauge 
spinal needle. With the stylet in place, the needle is 
introduced slowly. A distinct increase in resistance 
will be felt as the needle reaches the peritoneum. 
Once inside the peritoneal cavity, the stylet is re- 
moved, a syringe is attached, and an attempt is 
made to aspirate fluid. The unique advantage of the 
long needle is that it may be moved about to ex- 
plore adjacent areas of the peritoneal cavity. To aid 
this exploration the patient may be positioned on 
his side to facilitate the collection of fluid. Aspira- 
tion is usually attempted from all four major 
quadrants, unless a positive puncture is immedi- 
ately obtained. 

Fluid, when obtained, should be examined for 
its gross and microscopic appearance, color, odor, 
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pH, and hemoglobin and amylase content. Blood, 
when obtained, must be observed for its clotting 
ability. 

Findings 

In order to analyze our findings more critically, 
we have correlated our results of paracentesis 
with the eventual clinical course of the patient 
and classified them as true-positive, false-positive, 
true-negative, and false-negative. Careful perusal 
of the published reports of this procedure reveals 
that most cases listed can be broken down into 
similar groups for more careful scrutiny. These 
reports are presented in the table. 

This diagnostic aid has*been of great value in 
clarifying a confusing clinical picture in certain 
patients who do not present clear-cut indications 
for or against operative therapy. The following 
case reports illustrate the value of this procedure 
in such cases. 

Case 1.—A 37-year-old woman was in the fifth 
month of an uneventful pregnancy when she was 
admitted to the hospital with severe abdominal 
pain, shock, and hematemesis. The diagnosis on 
admission was upper gastrointestinal hemorrhage 
secondary to peptic ulcer. Abdominal paracentesis 
48 hours after admission demonstrated hemoperi- 
toneum, and exploration revealed a rupturing cor- 
nual ectopic pregnancy. 

Case 2.—A 55-year-old man was brought to the 
hospital after being struck by an automobile. He 
had moderate hypotension and left tibial, fibular, 


. humeral, and multiple left-sided rib fractures. His 


hypotension responded satisfactorily to transfusions 
of whole blood. Twenty-four hours after admission 
the patient developed an ileus without signs of 
peritoneal irritation. Abdominal paracentesis dem- 
onstrated hemoperitoneum, and at laparotomy 
the spleen was found to be ruptured. 

Comment.—There were three false-positive re- 
sults in our series. Two of these were in patients 
who had sustained blunt trauma to the trunk; al- 
though nonclotting blood was aspirated from both 
lower quadrants, abdominal exploration gave nega- 
tive findings. The aspirating needle evidently had 
penetrated through the posterior parietal perito- 
neum into a dissecting plane of retroperitoneal 
hematoma. The third false-positive tap was in a 
24-year-old woman who had acute, nonradiating, 
midabdominal pain of sudden onset, with few 
signs of peritoneal irritation. The patient’s abdo- 
men was explored because of these findings and the 
discovery of a drop of pus on performing a diag- 
nostic abdominal paracentesis. No intra-abdominal 
pathology could be found to account for the pa- 
tient’s pain and physical findings. Of these three 
patients who had unnecessary abdominal explora- 
tions, one died postoperatively. 
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Unfortunately, this diagnostic procedure is not 
without the danger of a false-negative result. In 
our series and all others reported, a certain number 
of taps were incapable of demonstrating fluid or 
blood when they were present as proved by sub- 
sequent laparotomy. 

Diagnoses found on exploration after negative 
peritoneal taps were hydrops of gallbladder in one 
case, ruptured small intestine in one, ruptured 
spleen in two, acute pancreatitis in one, and rup- 
tured mesenteric vein in one. The following cases 
are illustrative of some of the difficulties encoun- 
tered in this group. 

Case 3.—A 39-year-old man was admitted to the 
observation ward from the city jail because of com- 
plaints of abdominal pain. Physical examination 
was unremarkable. Abdominal paracentesis at the 
time of admission and 12 hours later gave nega- 
tive results. Twenty-six hours gfter admission to 
the observation ward, the patient was admitted 
to the communicable disease ward with a diag- 
nosis of pneumonia. When the patient arrived on 
that ward he was in shock. Abdominal paracentesis 
now demonstrated large quantities of peritoneal 
fluid. Subsequently, exploration revealed a rup- 
tured segment of jejunum. The patient died on the 
second postoperative day. 

Case 4.—A 36-year-old woman was brought to 
the hospital with the history that she had fallen 
down a flight of stairs. There was no loss of con- 
sciousness and no apparent injury. The patient 
was placed in the observation ward, and, because 
of overnight anuria, she was seen the next morn- 
ing by the urologist, who noted a tender, slightly 
distended, silent abdomen. Abdominal paracentesis 
was negative. During the next few hours, signs 
of increasing peritoneal irritation developed, and 
at laparotomy hemoperitoneum from a ruptured 
mesenteric vein was discovered. 


Comment 


The use of abdominal paracentesis began in 
1906 when Salomon? described an elegant but 
cumbersome device which consisted of a needle 
within a trocar through which a ureteral catheter 
was passed into the peritoneal cavity. Recently, 
Pfeffer and co-workers* and Strickler and asso- 
ciates * have described somewhat similar techniques 
for abdominal paracentesis. A polyethylene cathe- 
ter is threaded into the peritoneal cavity through 
a trocar. Use of this procedure by Pfeffer and co- 
workers was confined to patients in whom pan- 
creatitis was suspected. They, like Keith and 
associates,” feel that acute pancreatitis can be 
differentiated from other acute intra-abdominal 
pathology by the high amylase content of the 
peritoneal fluid. Strickler and associates, however, 
utilized this technique for all paracenteses. 
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We have had no complications with our para- 
centeses. Moretz and Erickson ° have demonstrated 
the safety of abdominal paracentesis by passing a 
large number of needles through the anterior ab- 
dominal wall of a dog and noting that only one 
entered the lumen of the intestine, and that through 
the fixed immobile rectum. Further studies by these 
investigators showed that, when the intestine was 
punctured with a 20-gauge needle, intraluminal 
pressures of 350 mm. Hg in the colon and 260- 
280 mm. Hg in the small intestine were needed 
before leakage occurred at the puncture site. Wan- 
gensteen * states the highest intraluminal pressures 
that develop in human intestine when obstructed 
are 200-300 mm. H.O in the small intestine and 
300-500 mm. H,O in the colon. A distended abdo- 
men is not a contraindication to the use of this 
procedure. In the experimental laboratory, Lein 
and Maddock * have repeatedly aspirated the same 
segment of obstructed intestine without subsequent 
evidence of leakage or peritonitis. Finally, the 
safety of this diagnostic procedure is further con- 
firmed by the absence of any reported morbidity 
or mortality. This is in contrast to the use of culdo- 
centesis as a diagnostic procedure. McDonald ° 
reported a morbidity of 4% from culdocentesis, 
including four infected pelvic hematomas which 
required prolonged hospitalization. 

Some of the earliest and the most recent refer- 
ences to abdominal paracentesis in the American 
medical literature stress the difficulties that can 
arise in interpreting a peritoneal tap. Thus, Neuhof 
and Cohen *° in 1926 emphatically warned against 
believing a negative tap. Gray and Amador "’ in 
1958 reported a case of acute mesenteric venous 
thrombosis incorrectly diagnosed as acute pan- 
creatitis on the basis of high amylase values in the 
paracentesis fluid. 

We would caution against the routine use of 
this diagnostic procedure. We have noted that in 
all situations in which there is some inflammatory 
component, either within or without the intestinal 
lumen, a peritoneal exudate rich in bacteria and 
lymphocytes will develop. One not acquainted with 
these findings may be pushed toward unnecessary 
exploration when presented with them. 


Conclusions 


Definite indications for the use of abdominal 
paracentesis include evaluation of blunt trauma 
to the abdomen, evaluation of the condition of 
comatose patients with possible abdominal injuries, 
and evaluation of confusing abdominal diagnostic 
problems. Diagnostic paracentesis must be con- 
sidered only as an ancillary diagnostic aid. When 
properly performed, it is a useful adjunct to the 
surgeon’s diagnostic armamentarium. This, like all 
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other laboratory aids to diagnosis, must be inter- 
preted at the bedside and correlated with the pa- 
tient’s progress. The presence of negative findings 
on abdominal paracentesis in no way precludes 
further observation or operative intervention. 
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ELECTROCARDIOGRAM OF PATIENT IN ANAPHYLACTIC SHOCK 


Michael Bernreiter, M.D., Kansas City, Mo. 


Little information is available concerning cardiac 
manifestations in patients in anaphylactic shock. 
Animal experiments ' have shown that the heart 
muscle participates in tissue sensitization and that 
this phenomenon may explain some instances of 
sudden death. The electrocardiographic changes * 
observed during these allergic manifestations con- 
sist of all types of cardiac arrhythmias, heart 
blocks, bundle-branch blocks, and even patterns of 
acute myocardial infarctions.* These changes are in 
part the direct result of myocardial response to an- 
aphylaxis and in part the result of acute coronary 
spasm. The following case is reported to illustrate 
the catastrophic effect an anaphylactic reaction may 
have on the patient’s coronary circulation. 


Report of a Case 


A 74-year-old man was admitted to the hospital 
for cataract operation. Preoperative physical ex- 
amination revealed an apparently healthy person, 
who gave no history of heart disease. The heart 
appeared normal in size, the rhythm was regular, 
and no murmurs were heard. The blood pressure 
was 130/84 mm. Hg and the pulse full and regular, 
with a rate of 70 per minute. The patient was given 


The possibility that the myocardium and 
coronary vessels might be directly involved in 
anaphylactic reactions is illustrated by a case 
history. A man 74 years of age without 
anamnesis of heart disease had normal blood 
pressure, heart sounds, pulse rate, and other 
cardiovascular functions until he received 
600,000 units of penicillin in preparation for 
a cataract operation. During the state of 
anaphylactic shock which suddenly de- 
veloped, an electrocardiogram was obtained; 
another was obtained 50 minutes after the 
first while the patient was regaining con- 
sciousness and a giant urticaria was appear- 
ing over the entire body. The third electro- 
cardiogram was obtained three weeks later. 
It showed evidence of a satisfactory cardio- 
vascular status, despite the persistence of 
disorientation, with other evidence that 
cerebral injury had resulted from the severe 
collapse. It is suggested that the heart muscle 
participates in tissue sensitization and that 
this phenomenon may explain some instances 
of sudden death. 


From the Department of Electrocardiography, St. Mary’s Hospital 
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600,000 units of penicillin the morning of the oper- 
ation and within a few minutes experienced severe 
respiratory distress and quickly collapsed. Pulse 
and blood pressure became unobtainable five min- 
utes after the administration of penicillin, and the 
patient appeared in extremis. At this time epineph- 
rine, 1 cc., and hydrocortisone sodium succinate 
(Solu-cortef), 100 mg., were administered intra- 


ELECTROCARDIOGRAM—BERNREITER 


Fig. 1.—Electrocardiogram taken 15 minutes after administration of penicillin, showing auricular fibrillation, multifocal 


ventricular ectopic beats, and intraventicular conduction disturbance. Findings in leads 2, 3, and aVF (marked X) indicate 
severe coronary insufficiency and injury in posterior wall of left ventricle. 


venously and levarterenol (Levophed), 4 cc. in 
500 cc. of dextrose, was given as an intravenous 
drip. 

An electrocardiogram taken 15 minutes after the 
penicillin administration (fig. 1) and while the pa- 
tient was in severe shock showed auricular fibrilla- 
tion, intraventricular conduction disturbance, severe 
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coronary insufficiency, and marked injury to the 
posterior wall of the left ventricle. A second electro- 
cardiogram (fig. 2), taken approximately 50 min- 
utes after the first, showed a remarkable change 
toward normal. The patient was regaining con- 
sciousness at that time, and a giant urticaria-like 
eruption became apparent over the entire body. 
From then on the patient made a complete recovery 


as far as his cardiovascular system was concerned. 
A third electrocardiogram was taken about three 
weeks later. This showed a regular sinus rhythm, 
with a slightly prolonged P-R interval, left ventric- 
ular strain, and insufficient coronary circulation. 
(No tracing before the occurrence of shock was 
available for comparison. ) 
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At the time of this writing, four weeks after the 
anaphylactic reaction, the patient is up and about, 
his blood pressure and pulse rate are normal, and 
his cardiovascular findings are quite satisfactory. 
He remains disoriented as to time and place, and 
this is perhaps best explained by the cerebral in- 
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strongly suggests that the myocardium and the 
coronary circulation are capable of participating 
directly in anaphylaxis and that sudden death 
during such reaction may be explained on this 
basis. 
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Fig. 2.—Electrocardiogram taken approximately 50 minutes after that in figure 1. Auricular fibrillation has changed to 
sinus mechanism, and occasional auricular premature contraction is present. The P-R interval is prolonged to 0.24 seconds. 
There is evidence of left ventricular strain and insufficient coronary circulation. Intraventricular conduction disturbance, as well 


as injury pattern, has disappeared. 


jury due to anoxia during the severe cardiovascular 
collapse in an elderly arteriosclerotic person. There 
is no paralysis. 


Summary and Conclusion 


A case of severe, nearly fatal, anaphylactic re- 
action to penicillin occurred in an elderly man. An 
electrocardiogram was taken at the height of the 
shock and approximately 50 minutes later. The 
severe electrocardiographic changes were transient. 
The patient made a complete recovery as far as his 
cardiovascular system was concerned, but the cen- 
tral nervous system showed less satisfactory recov- 
ery. The efficacy of the treatment in promptly re- 
versing the electrocardiographic abnormalities 
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SIMPLE BEDSIDE TEST OF RESPIRATORY FUNCTION 


Thomas H. Snider, M.D., John P. Stevens, M.D., Freeman M. Wilner, M.D. 


and 


Benjamin M. Lewis, M.D., Dearborn, Mich. 


The bedside signs of obstruction to air flow, such 
as wheezes and prolonged expiration, do not give 
the quantitative information needed to properly 
evaluate respiratory function. Two quantitative tests 
for airway obstruction in common use today, de- 
termination of the maximum breathing capacity ' 
and determination of the timed vital capacity,’ 
require special equipment not available at the bed- 
side. In this report a simple, semiquantitative, 
bedside test for airway obstruction is evaluated. 

The inability to blow out a match held near the 
open mouth depends on the velocity of air flow and 
thus may be affected by airway obstruction. We 
have standardized this procedure and in this report 
correlate the ability to blow out a match with the 
maximum breathing capacity and with the one- 
second timed vital capacity in 126 patients with 
various forms of pulmonary disease. 


Method 


Standard book matches are used. After the initial 
flare, when the match is burning steadily, it is held 
6 in. from the patient’s open mouth. The patient is 
first instructed to inspire maximally and then expire 
rapidly in an attempt to extinguish the burning 
match. It is important that the patient not purse his 
lips, for he must expire with his mouth completely 
open to measure true air-flow velocity. This pro- 
cedure is repeated several times to assure maximal 
effort on the part of the patient. All patients tested 
in this study performed the timed (one-second) 
vital capacity (with use of the Gaensler-Collins 
Vitalometer) and maximum breathing capacity * 
tests, and results of these tests were correlated with 
those of the match test. 


Results 


A total of 126 patients were tested. Seventy-four 
were able to extinguish the match, using the method 
described, while 52 could not. The mean value of 
the one-second vital capacity for those who could 
not blow out the match was 0.97 liter with a stand- 
ard deviation of + 0.47 liter. For those who could 
extinguish the match the mean value for the one- 
second vital capacity was 2.49 liters with a standard 
deviation of + 0.57 liter. Eighty-five per cent of the 
52 patients who could not blow out the match had a 
one-second vital capacity below 1.60 liters, while 


From the Medical Service, Veterans Administration Hospital, Dear- 
born, Mich., and Wayne State University College of Medicine, Detroit. 


The ability of a patient to blow out a 
match at a distance of 6 in. (15 cm.) was 
found to be a useful clinical test if conditions 
were duly standardized. This ability was 
tested in 126 patients and shown to be well 
correlated with the results of two other tests 
of respiratory function, namely, the tests for 
one-second vital capacity and maximum 
breathing capacity. The match test is feasible 
as a bedside procedure for detecting signs 
of airway obstruction. If it gives positive re- 
sults, more specific tests for pulmonary func- 
tion should be performed. 


85% of the 74 patients who could blow out the 
match had a one-second vital capacity greater than 
1.60 liters. 

The 52 who could not blow out the match had an 
average maximum breathing capacity of 40.7 liters 
per minute with a standard deviation of + 16.53 
liters per minute. The 74 who could blow out the 
match had an average maximum breathing capacity 
of 93.0 liters per minute with a standard deviation 
of + 25.85 liters per minute. Eighty per cent of the 
52 who could not blow out the match had a maxi- 
mum breathing capacity below 60 liters per minute, 
while 80% of the 74 who could extinguish the match 
had a maximum breathing capacity above 60 liters 
per minute (fig. 1 and 2). 

The match test appears to be a fairly reliable 
semiquantitative guide to airway obstruction. It 
may fail to differentiate, however, certain patients 
with a greatly reduced total vital capacity due to 
pulmonary fibrosis and other conditions limiting 
expansion of the lungs from: patients with airway 
obstruction. This is because the one-second vital 
capacity may be a normal percentage of the re- 
duced total vital capacity but still inadequate to 
extinguish the match. The normal patient with a 
total vital capacity of 4,000 cc. usually exhales at 
least 3,200 cc. of this in the first second and, since 
this exceeds 1,600 cc., is able to extinguish the 
match. The patient with obstructive emphysema 
with a total vital capacity of 3,000 cc. cannot blow 
out the match, for it takes him over one second to 
exhale 1,600 cc. Results in two patients with restric- 
tive pulmonary disease due to pulmonary fibrosis 
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are shown in figure 3 along with those of a normal 
subject and of a patient with pulmonary emphysema. 
Both patients with pulmonary fibrosis have low 
total vital capacities. However, one can exhale 1,600 
ce. in the first second and can therefore blow out the 
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Fig. 1.—Results of one-second vital capacity match test. 
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Fig. 2.—Maximum breathing capacity test results. 


match, while the other with a total vital capacity 
less than the required 1,600 cc. cannot blow out the 
match, even though neither has airway obstruction. 
Obviously, if the patient cannot extinguish the 
match more specific tests of pulmonary function 
should be performed. 
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Summary 


A simple semiquantitative test for airway obstruc- 
tion is based on the patient’s ability, by maximal 
expiration, to extinguish a match held 6 in. from the 
open mouth. Results of this test can be correlated 
with those of the one-second vital capacity and the 
maximum breathing capacity tests. Eighty per cent 
of the patients with a maximum breathing capacity 
above 60 liters per minute could extinguish the 
match, while 80% of those with a maximum breath- 
ing capacity below 60 liters per minute could not. 
Eighty-five per cent of those with a one-second vital 
capacity above 1.6 liters could extinguish the match, 
while 85% with a one-second vital capacity below 
1.6 liters could not. 


Legend 
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Fig. 3. Timed vital capacity in pulmonary disease. 


Occasionally, patients with restrictive pulmonary 
disease will give results similar to those found in 
airway obstruction. Therefore, this test should be 
used only as a screening procedure; if results are 
abnormal, more specific tests of pulmonary function 
should be performed for exact diagnosis. 


204 W. Elm Ave., Monroe, Mich. (Dr. Snider). 
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CLINICAL EVALUATION OF SALINE SOLUTION THERAPY IN BURN SHOCK 


II. COMPARISON OF PLASMA THERAPY WITH SALINE SOLUTION THERAPY 


Kehl Markley, M.D., Manuel Bocanegra, M.D., Augusto Bazan, M.D., Roberto Temple, M.D. 
Miguel Chiappori, M.D., Guillermo Morales, M.D. 


Alberto Carrion, M.D., Lima, Peru 


This report of mortality and clinical data col- 
lected during the burn shock study in progress in 
Lima, Peru, is the second one of a series in which 
the efficacy of saline solution therapy is being 
evaluated. The administration of large quantities 
of saline solutions in burn shock stems from the 
experimental work summarized in a review by 
Rosenthal and Millican.' In the present study, the 
saline solutions for both oral and intravenous ad- 
ministration were isotonic saline solutions with 
electrolyte concentrations of sodium, chloride, and 
bicarbonate similar to those found in plasma of 
normal, healthy persons. The details of preparation 
are given in the earlier report.’ 

In the first report of this series,” one group of 
burned patients receiving only saline solution ther- 
apy in quantities roughly equivalent to 15% of 
body weight during the first 48-hour period after 
thermal trauma was compared on a strictly alter- 
nate case basis with another group receiving colloid 
(mostly plasma) supplemented by dextrose and 
water. Mortality during the shock period (48 hours ) 
was used as the main criterion in evaluation of the 
efficacy of these therapies, since at the termination 
of the shock period there was no further difference 
in treatment of the two groups compared simul- 
taneously. (The term “two-day mortality” is now 
being used in preference to 48-hour mortality, since 
the early mortality has been calculated in this 
paper, as it was in the first, to include all deaths 
up to 60 hours after burning. ) 

In adults, there was no mortality during the 
shock period in 40 patients treated with saline so- 
lutions as compared to a 10% early mortality in 43 
patients treated with colloid supplemented by dex- 
trose and water. The quantity of colloid adminis- 
tered was less than that recommended by Evans 
and co-workers * but represented the usual amount 
given to burned patients in Peru. Both groups 
showed a total mortality of 35%. Since the number 
of patients studied in each therapy group within 
each body-burn substratum was not sufficiently 
large at that time, it was not possible to conclude 
that the difference in two-day mortality was sig- 
nificant. 


From the Hospital del Nifio, Hospital Loayza, and Hospital Dos de 
Mayo. Dr. Markley is now with the National Institute of Arthritis and 
Metabolic Diseases, National Institutes of Health, U.S. Public Health 
Service, Department of Health, Education, and Welfare, Bethesda, Md. 


In 79 burned adults, including 11 with 
burns of over 50%, treated with saline solu- 
tion alone, there was no two-day mortality. 
In 74 other adults, including 14 with burns 
of over 50%, treated with plasma plus dex- 
trose and water, there was a 12% two-day 
mortality. Selection of patients was made on 
a strictly alternating basis. In 73 burned chil- 
dren treated with saline solution alone, there 
was a 19% two-day mortality. In 92 other 
children treated with a combination of 
plasma and saline solution, there was only 
a 9% mortality. Saline solution therapy is 
considered good emergency therapy for 
adults, and addition of plasma to saline 
solution reduced the over-all acute mortality 
in children, particularly in the more severely 


burned. 


In a similar comparison of 110 burned children, 
there was no significant difference in two-day mor- 
tality between one group who received only saline 
solutions and the other group who received an ade- 
quate quantity of colloid supplemented by dextrose 
and water. The two-day mortality was 20% in both 
groups, with a 56% total mortality in the saline- 
treated patients as compared with a 62% total mor- 
tality in the colloid-treated patients. 

In children, then, the mortality data demonstrated 
that adequate colloid therapy (mostly plasma) 
without adequate electrolyte therapy was not su- 
perior to treatment with saline solution alone. Since, 
however, most surgeons feel that treatment of 
burned patients with plasma is preferable to that 
with electrolytes alone,‘ the decision was made to 
investigate whether plasma combined with saline 
solution could significantly lower the early mortality 
below that seen with saline solution alone. This 
comparison was carried out in children, because 
(1) the results of the first therapy comparison in 
children were conclusive, while those in adults were 
not for lack of a large number of patients, and (2) 
since there was no (or very small) mortality from 
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shock in the adult patients treated with saline so- 
lution it would not be possible to demonstrate an 
added benefit from plasma during the shock period. 

For purposes of clarity this report is divided into 
two sections: series A, a continuation of the adult 
study as before with data presented now over a 
seven-year period and after an accumulation of 
153 cases and, series B, a four-year study in 165 
children comparing two groups receiving the same 
total amount of saline solution but with one group 
receiving as part of the therapy an adequate 
amount of plasma. 


Series A—Methods and Materials 


This report presents the results on the study of 
153 severely burned adults (83 of whom were in- 
cluded in the first report) between the ages of 12 
and 73 years. Ninety per cent of the burns were due 
to flames or fire, while the rest were due to hot 
fluids. The following types of cases were excluded 
from the study: (1) burns involving less than 10% 
of body surface area, (2) pulmonary burns, (3) 
burns in patients over the age of 73, (4) burns not 
treated within eight hours after burning, and (5) 
cases in which death occurred within two hours 
after treatment had begun. The patients were 
brought to the hospital from one-half to four hours 
after thermal injury had occurred, at which time 
they were placed, with strict alternation, into one 
of the two therapy groups, “saline” or “colloid.” 

The patients in the saline group received an av- 
erage quantity of isotonic saline solution (given 
by oral or intravenous route exclusively or by a 
combination of the two) equivalent to 10% of body 
weight during the first day after thermal trauma 
and half that amount the second day. No addi- 
tional liquid was administered either orally or in- 
travenously. At no time was blood, plasma, or 
colloid given to these patients during this 48-hour 
period. 

The patients in the colloid group with more than 
25% of their surface area burned received in divided 
doses an average quantity of 0.43 ml. of plasma, 
blood, or povidone per kilogram of body weight 
for each percentage of area burned up to a 50% 
burn (averaging 1.7% of body weight) during the 
first 24 hours after injury and approximately half 
that amount (averaging 1.1% of body weight) dur- 
ing the second 24-hour period. All additional liquid 
in this group was given as water orally or as 5% 
dextrose in water intravenously. Of the 33 patients 
with 10 to 25% of their surface area burned, 21 re- 
ceived an average quantity of colloid equivalent 
to that received by those with more extensive burns, 
while 12 received only dextrose and water but no 
colloid therapy, due to an inadequate supply of 
colloid during the early part of the project. The 
patients who received only dextrose and water have 
been included in the colloid group for complete- 
ness of presentation, since their exclusion would 
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not alter the final results, due to the fact that no 
two-day mortality occurred in adults with this de- 
gree of burn either in this or in the saline group 
(table 1). 

Of the 62 patients receiving colloid, 52 (84%) re- 
ceived plasma or dehydrated normal human blood 
plasma (Lyovac) during the first 48 hours after 
burning in quantities of 0.2 to 1.2 ml. (average, 
0.61 ml.; standard deviation, + 0.19 ml.) per kilo- 
gram of body weight for each percentage of area 
burned; 6 (10%) received blood during the first 
48 hours after thermal injury in quantities varying 
from 0.08 to 0.6 ml. per kilogram of body weight 
for each percentage of area burned; and 4 (6%) 
received povidone during this period in quantities 
varying from 0.6 to 1.3 ml. per kilogram of body 
weight for each percentage of area burned. The 
total amount of liquid (dextrose, water, and col- 
loid) given during the first 48 hours after burning 
averaged 10% of body weight. 

It must be emphasized that treatment of the two 
simultaneously compared groups differed only dur- 
ing the first 48 hours after injury. When patients 
had survived that period, there was no difference 
in therapy between the groups, since plasma and 
blood were given when necessary thereafter. 

Blood pressure, pulse rate, respiration rate, and 
rectal temperature were recorded on admission, and, 
if the patient manifested signs of shock with a sys- 
tolic blood pressure lower than 90 mm. Hg, intra- 
venous therapy was started and followed by oral 
administration of fluid when the patient's blood 
pressure rose above 90 mm. Hg. In both therapy 
groups, half of the liquid administered during the 
first 24 hours after burning was given 8 to 12 hours 
after burning. The oral administration of the saline 
solution was accomplished simply by drinking of 
the liquid. If repeated vomiting or diarrhea oc- 
curred, oral administration of fluid was suspended 
and the intravenous route was utilized. The speed 
and quantity of fluid ingested were carefully con- 
trolled and recorded, and vomitus and urine were 
collected and accurately measured during this 
period when possible. Blood pressure, pulse rate, 
respiration rate, and temperature were measured 
every two hours during the first two days. Clinical 
notes were made every six hours. 

All accessory antibiotic and supportive therapy 
was identical in both groups compared simultane- 
ously.” Local therapy consisted of the open method 
for a period of nine days, after which the burned 
areas were covered with Vaseline-coated gauze and 
a heavier layer of dry gauze. Grafting was practiced 
initially within the first 18-28 days after burning in 
the majority of patients. 


Series A—Results 


As a consequence of strictly alternating cases be- 
tween the two therapy groups, material was ob- 
tained in comparable groups with respect to the 
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following pertinent variables: (1) percentage of 
body surface area burned, (2) percentage of body 
surface area with full-thickness burn, (3) causative 
agent, (4) age, (5) sex, and (6) interval between 
thermal injury and commencement of therapy. The 
resulting data, therefore, can be analyzed by over- 
all groups or by subgroups wherever the total num- 
bers are large enough to permit valid comparisons. 

Table 1 gives the number of patients in each 
stratum of percentage body burn, two-day mortal- 
ity, late mortality, and total mortality in each group, 
and 95% confidence limits on the percentage of 
two-day, late, and total mortality. In adults, there 
was no two-day mortality over a seven-year period 
in 79 patients (including 11 patients with burns 
over 50% of body surface area) treated with saline 
solution and a 12% two-day mortality in 74 patients 
(including 14 patients with burns over 50%) 


TaBLe 1.—Mortality Data and Statistical Analysis 
in Burned Adults 


Two-Day 
Mortality Late Mortality Total Mortality 
95% 95% 95% 
Con- Con- Con- 
No. fidence fidence fidence 
of Limits, Limits, Limits, 
Burn, % Cases No. %* vO. %* 
Saline Group 
10-25... 
26-50... 
51-75... 
76-100. . 


Total.. 

Colloid Group 

10-25... 

26-50... 27 

51-75... 

76-100.. 5 100 


Total.. 74 12 5-20 $2 21-43 30 

* 95% confidence limits connote that in repeated sampling 95% of the 
mortality percentages will fall between these limits. Any value that 
falls outside these limits is designated as significantly different. This 
statement will be expected to be incorrect with a probability of 1 in 20. 


treated with colloid supplemented by dextrose and 
water. Of the nine patients in this group who died 
from shock, eight received plasma or dehydrated 
normal human blood plasma and one received blood 
as the administered colloid therapy. This difference 
in early mortality is statistically significant and 
demonstrates the superiority of treatment during 
the shock pericd with large volumes of saline so- 
lution over treatment with “inadequate” colloid 
supplemented with dextrose and water. In the late 
and total mortality, however, there is no significant 
difference between the two groups. It is noteworthy 
that patients in each substratum with burns over 
25% of the body surface area showed a total mor- 
tality of over 50%. 

Percentage cumulative mortality in adults is 
plotted against time in figure 1A. The saline curve 
approaches the colloid curve only a fortnight after 
burning, and there is nothing to suggest that the 
administration of saline solutions caused an increase 
of mortality after the initial shock treatment period. 
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The routes by which the saline was given are 
listed in table 2. In burns of less than 50% of the 
body surface area in adults the majority of patients 
received the saline solution solely by the oral route, 
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Fig. 1.—Cumulative mortality in burns over 10% or more 
of body surface area. A, adults; B, children. 


while more of the administered saline was given 
intravenously in the more serious burns, even 
though a fairly high percentage of these patients 
received some saline solution orally. 


TasLe 2.—Mode of Saline Administration to Burned Patients 
Combination 
Intra- Total Intake 
No. Oral venous Given Orally 
in First 


Burns, % Cases No. % No. %&% " 48 Hr., 


Series A, adults 
Saline Group* 


Series B, children 
Saline Group* 


Total 
Saline Plus 
Plasma Group 


* Data for entire seven-year period. 


Table 3 shows the incidence of toxic symptoms, 
including vomiting, diarrhea, and pulmonary edema, 
in adults and children treated over the seven-year 
period. In the adult patients who received only 
colloid supplemented with dextrose and water, the 
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incidence of vomiting was significantly greater than 
in those who received saline solutions, while the 
incidence of diarrhea was slightly greater in the 
saline groups. It must be emphasized that no gen- 
eralized and/or pulmonary edema was observed 
from clinical evidence or autopsy findings. 


Taste 3.—Toxic Effects of Therapy During Shock Period 


No.of Vomiting, Diarrhea, Pulmonary 
Treatment Group Cases %* % Edema, % 


Series A, adults 
Saline 79 
Colloid 74 


Series B, children 
Saline 73 
Saline plus plasma ... 92 


* Includes any vomiting after commencement of therapy. 


As in the previous studies, an attempt has been 
made to evaluate therapy on the basis of its effect 
on Clinical shock. Again blood pressure was selected 
as being, perhaps, the least subjective sign of shock. 
The incidence of hypotension in both therapy 
groups is illustrated in figure 2B. In general, the 
more extensive the burn, the greater was the inci- 
dence of hypotension at any time selected during 
the first 48-hour postburn period. In addition, the 
incidence of hypotension always increased for a 
minimum time of four hours after admission to the 
hospital, regardless of the therapy administered. In 
adults, both therapy groups showed a lower inci- 
dence of hypotension after fluid therapy had been 
administered than during the early course of the 
burn period, but the group that received inadequate 
colloid with dextrose and water demonstrated a 
higher incidence of hypotension at any time se- 
lected compared to the saline group. 

Figure 3 illustrates the daily average urinary 
output with burns of increasing severity. In burns 
of 10 to 50% of the body surface area, where the 
number of patients studied was sufficiently large for 
statistical comparison, the 48-hour urinary output 
significantly (p< 0.05) decreased as the extension 
of the burn increased. The daily volume of urine 
was usually greater during the second 24-hour 
period after burning in both therapy groups. When 
the urinary volume was plotted as the percentage 
of ingested fluid excreted via the kidneys, the col- 
loid group demonstrated a higher percentage of 
fluid excreted by the kidneys. Only the patients 
with 10 to 25% burns, however, showed a total 48- 
hour urine volume significantly different (p< 0.05) 
due to therapy. 

Figure 4 demonstrates average weight changes 
over the initial weight and the percentage of fluid 
retained of the total amount of both adult groups. 
In burns up to 50% of the body surface area the 
patients in the saline group retained approximately 
45% of the fluid administered during the first 24 
hours after burning. This amount of fluid retained 
was 14% higher than that retained by a group of 
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normal Peruvian persons given the same quantity of 
saline solution orally during the same time period.* 
Patients with extensive burns retained less fluid 
than those with moderate burns. Regardless of the 
severity of the burn, patients in the colloid group 
retained much less fluid than those in the saline 


group. 
Series B—Methods and Materials 


This study included 165 severely burned children 
between the ages of 2 months and 12 years. Sixty- 
one per cent of the burns were due to hot fluids, 
while the rest were due to flames or fire. Similar 
criteria for the exclusion of patients from the study 
were adopted as for adults. If the burn involved 
10% or more of the body surface area, the patient 
was placed in one of the two therapy groups, 
“saline” or “saline plus plasma,” with patients strictly 
alternated between these groups. The composition 
of the saline solutions administered was the same 
as of those given to adults. 

The children in both the saline and saline plus 
plasma groups received a total amount of saline so- 
lution or saline solution plus plasma equivalent to 
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Fig. 2.—Incidence of hypotension in burned patients with 
systolic blood pressure below 90 mm. Hg. A, children; 
B, adults. Columns (left to right) represent admission, first 
48-hour period after burning for minimum period of four 
hours, and end of 48 hours. Numbers above bars represent 
number of cases studied in each group. 


10% of body weight during the first 24 hours after 
burning and 5% of body weight during the second 
24-hour period. Children in the saline plus plasma 
group, however, received as part of the total amount 
of fluid administered a quantity of plasma equal to 
1 ml. of plasma or dehydrated normal human blood 
plasma per kilogram of body weight for each per- 
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centage of area burned, up to a maximum of 50% 
of the surface area burned (averaging 2.1% of body 
weight), during the first 24 hours after burning 
and half that amount in the second 24-hour period. 
The plasma was administered in divided doses, 
and the total quantity given was calculated from 
the formula of Evans and associates.* At no time 
during the first 48-hour period after thermal injury 
was any other type of fluid administered. 

After 48 hours, there was no difference in 
therapy between the two groups. The clinical man- 
agement was similar to that of adults. Infants were 
given fluid orally by constant drip technique with 
a tube passed through the nose to the stomach, 
whereas children over 2 years of age drank the 
saline solution. The criteria for giving the saline 
solution intravenously were the same as for adults. 

Antibiotic therapy consisted of tetracycline in 
doses of 10 mg. per kilogram of body weight com- 
bined with polymyxin in doses of 2.5 mg. per kilo- 
gram of body weight. Because of the serious prob- 
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Fig. 3.—Average daily urinary output in burned adults 
(only patients in whom accurate urine collections could be 
accomplished are included). Numbers above bars represent 
number of cases studied in each group. 


lem of Pseudomonas infection and septicemia as a 
major cause of late mortality,® a clinical evalua- 
tion of human gamma globulin was started during 
the last year and a half on the basis of the good 
results obtained with gamma globulin in the treat- 
ment of experimentally induced infections in mice.’ 
Gamma globulin was administered intramuscularly 
on an alternate case basis in doses of 1 ml. per 
kilogram of body weight on the first, third, and 
sixth postburn days. The details of the gamma glob- 
ulin study, which is under the direction of Dr. N. 
A. Kefalides, will be published later. 

Accessory supportive therapy was the same as 
that previously described,’ except that none of these 
children received desoxycorticosterone acetate. Lo- 
cal therapy consisted of washing the burned area 
with soap and saline solution, applying Pronty] (5.0 
Gm. of azosulfanilamide, 0.05 Gm. of tetracaine, 
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12.5 Gm. of a solution of colloidal gelatin, and 100 
ml. of distilled water) or an antiseptic to the 
wound, and covering the burn with Vaseline-coated 
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Fig. 4.—Average body weight change in burned adults. 
Numbers above bars represent number of cases used in 
computation of mean. 


gauze and dry gauze. Grafting was practiced ini- 
tially within the first 18-28 days after burning in 
the majority of all patients. 

Series B—Results 


The two-day mortality, late mortality, and total 
mortality are given in table 4 along with the 95% 
confidence limits. Again, as a consequence of strict- 
ly alternating the cases for treatment, material was 


TaBLE 4.—Mortality Data and Statistical Analysis in Burned 
Children 


Two-Day 
Mortality Late Mortality 
95% 95% 
Con- Con- Con- 
No. fidence fidence fidence 
Limits, Limits, Limits, 


Total Mortality 


of 
Burn, % Cases No. % 
Saline Group 
10- 20. 
21- 30.. 
31- 40.. 
41-100... 


ty 


Total.. 


Saline Plus Plasma Group 
10- 20.. 54 2 4 
21- 2 2 
40.. 1 ll 
41-100... 7 3 43 
Total.. 92 9 3-15 35 25-45 30-50 


"95% eonfidence limits connote that in repeated sampling 95% of the 
mortality percentages will fall between these limits. Any value that 
falls outside these limits is designated as sirnificantly different. This 
statement will be expected to be incorrect with a probability of 1 in 20. 


obtained in comparable groups with respect to the 
same pertinent variables listed in the adult study. 
In children, there was a 19% two-day mortality in 
73 patients treated with saline solutions and a 9% 
two-day mortality in 92 patients treated with ade- 
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quate plasma and saline. (The reason for the un- 
equal numbers in these two groups is due to the 
fact that at the commencement of the project a 
strict alternation was used of two saline plus 
plasma cases for every one saline case, but after 
a year this plan was changed to alternation of single 
cases.) The over-all difference in early mortality is 
statistically significant and demonstrates that plas- 
ma combined with saline solution, as compared with 
saline solution alone, does improve survival, at 
least in children in Peru. 

In the subgroup of 10 to 20% burns, the late 
mortality was significantly lowered by saline plus 
plasma therapy (p< 0.05), while the over-all late 
mortality showed no difference of statistical sig- 
nificance. The beneficial effect of plasma combined 
with saline solution was not only evident, therefore, 
in increasing survival during shock but also in de- 
creasing late mortality in the 10-20% burns. The 
total mortality, nevertheless, remains high (over 
59%) in burns of over 20% of body surface area re- 
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patients receive the saline solution solely by the oral 
route, while with the more serious burns more of 
the administered saline solution was given intra- 
venously, even though a fairly high percentage of 
these patients received some saline solution orally. 
Data have also been listed for the saline plus plas- 
ma group to demonstrate that there was no signi- 
ficant difference in the manner by which the saline 
solution was administered to account for the differ- 
ence in mortality between the two therapy groups 
in children. 

Table 3 shows that the incidence of vomiting and 
diarrhea was low in both groups with even fewer 
untoward effects observed in the group who re- 
ceived adequate plasma and saline. The data of the 
saline group presented here compared with that in 
the earlier publication* show a 50% decrease in 
the incidence of both vomiting and diarrhea during 
the past four years. This difference may be due 
to the experience gained in the more regularly 
spaced oral administration of saline solution and to 


TaBLe 5.—Influence of Age on Early and Late Mortality in Burned Children 
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gardless of initial therapy during the shock period. 

Percentage of cumulative mortality is shown in 
figure 1B. These curves demonstrate that in the 
third to seventh postburn days a 9% increase in 
mortality above the difference at the end of two 
days was reached by the saline group as compared 
to the saline plus plasma group, after which time 
there was no appreciable change in mortality dif- 
ference between the two groups. 

Table 5 shows that 47% of the total number of 
children treated were infants below 3 years of age. 
Both immediate and late mortality varied inversely 
with age in both therapy groups in burns of 10 to 
30% of the body surface area, where the number 
of patients was sufficiently large to detect this 
trend. The table also shows that plasma added to 
saline therapy decreased acute and late mortality 
only in infants below 3 years of age in the 10-30% 
burn group. There was no significant increase in 
survival of children over 3 years of age treated with 
plasma. In the severe burns of more than 30% of 
the body surface area, however, plasma significantly 
decreased over-all immediate mortality. 

The routes by which the saline solution was giv- 
en to children are listed in table 2. In burns of less 
than 30% of the body surface area, the majority of 


the strict limitation of saline solution intake to 15% 
of body weight. Again there was no evidence of 
generalized or pulmonary edema. 

The incidence of hypotension in both therapy 
comparisons is illustrated in figure 2A. In general, 
the more extensive the burn, the greater was the 
incidence of hypotension. The saline plus plasma 
group demonstrated a much lower incidence of 
hypotension at the termination of 48 hours than the 
group that received saline solution alone. 


Comment 


The two-day mortality data in adults demonstrate 
that a quantity of isotonic saline solution that is 
equivalent to 15% of the body weight is good 
therapy during the shock period, since there was 
no 60-hour mortality, even among 11 patients with 
burns of more than 50% of the body surface area. 
On the other hand, in the plasma plus dextrose 
group the over-all early mortality was 12%, while in 
41 patients with greater than 25% surface area in- 
volvement it was 22%. The less favorable response 
in this group may be attributed to inadequate elec- 
trolyte therapy as well as inadequate plasma ther- 
apy. The fact remains, nevertheless, that therapy 
with adequate amounts of plasma could not im- 
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prove on the zero mortality in the saline-treated 
patients, although it is possible that plasma given 
during the shock period might decrease late mortal- 
ity. Whatever the arguments may be for the ideal 
therapy, we believe that all will agree that saline 
solution is good emergency therapy. 

On the other hand, children treated with saline 
solutions demonstrated a 19-20% two-day mortality 
during two separate therapy comparisons. Why, 
then, was saline solution therapy more efficacious 
in adults than in children? The large number of 
infants below 3 years of age in whom early mor- 
tality was higher than that of the older children 
may have been responsible for this difference. 
The high early mortality may also have been re- 
lated to the frequency of malnutrition in Peruvian 
infants.* The addition of plasma to saline solution 
therapy, at any rate, effectively reduced the over- 
all acute mortality in children. 

The influence of age on mortality was even more 
striking in late deaths. The high late mortality may 
have been related to the known susceptibility of 
infants to infection. Indeed, a large percentage of 
late deaths in infants was found to be associated 
with a Pseudomonas septicemia.* Plasma therapy 
may have reduced the late mortality in infants by 
the antibodies it supplied. 

The question arises again as to whether these 
data from Peru are applicable in other parts of the 
world. Although no controlled comparison similar 
to the one in Peru has been made, Fox, Moyer,’® 
and Griswold "' have reported success in the treat- 
ment of burned patients with the administration of 
large amounts of saline solutions during the early 
postburn period. Since there is no reason to believe 
that the mechanism of shock and the principles of 
replacement therapy are different in other parts of 
the world, even though differences in susceptibility 
may exist, there is every reason to expect similar 
results in other localities. 


Summary and Conclusions 


A study was made of 165 children and 153 adults 
from Peru suffering from burns that involved 
10% or more of the body surface area. In burned 
children, treatment was strictly alternated between 
two groups receiving the same total amount of 
saline solution (15% of body weight) during the 
first 48-hour period after burning, but with one 
group receiving as part of its saline solution therapy 
an adequate amount of plasma (3.1% of body 
weight). In burned adults, treatment was strictly 
alternated between one group receiving a quantity 
of isotonic saline solution that was equivalent to 
15% of body weight in the first 48-hour postburn 
period and another group receiving a quantity of 
colloid (mostly plasma), averaging 2.2% of body 
weight, supplemented by a quantity of dextrose 
and water equivalent to 7.8% of body weight. 
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The saline solution was administered almost ex- 
clusively by the oral route in burns of less than 50% 
in adults and less than 30% in children; never- 
theless, even in the patients with more severe burns 
in both age groups a fairly high percentage of the 
saline solution administered was given orally. In 
general, saline solution was received by the patients 
without difficulty, and there was no serious evidence 
of toxic effects, such as persistent vomiting or diar- 
rhea, generalized edema, or pulmonary edema. 

There was no two-day mortality in 79 burned 
adults (including 11 with burns of over 50%) 
treated with saline solution alone, while there was 
a 12% two-day mortality in 74 burned adults (in- 
cluding 14 with burns of over 50%) treated with 
inadequate colloid supplemented with dextrose and 
water. This difference in two-day mortality was 
statistically significant. The late and total mortality, 
while fairly high, showed no difference of major 
significance. 

In 73 burned children treated with saline solu- 
tions alone there was a 19% two-day mortality, 
while in 92 children treated with adequate plasma 
and saline solution there was only a 9% early mor- 
tality. This difference in early mortality showed 
statistical significance. The late mortality in the 
children with 10 to 20% burns was significantly 
lower in the saline plus plasma group, but the over- 
all late mortality showed no difference of statistical 
significance between the two groups. 

The two therapy comparisons reported here, in 
addition to a previous study comparing saline 
solution alone with adequate colloid and dextrose 
and water, furnish sufficient evidence to make the 
following conclusions: 1. In burned adults, isotonic 
saline solution given in quantities of 15% of body 
weight is effective therapy in preventing early 
deaths due to shock, since there was no mortality 
during the shock period in 79 burned adults. 2. 
In Peruvian children and infants, adequate plasma 
therapy combined with adequate amounts of saline 
solution is more effective than saline solution alone 
or adequate colloid and water alone in reducing 
early mortality. The effect of plasma in reducing 
early mortality was most prominent in the treat- 
ment of severe burns of more than 30% of the body 
surface area, whereas in the less severe burns the 
additive effect of plasma in decreasing early as 
well as late mortality was limited to infants below 
3 years of age. 
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and was conducted under the general supervision of Dr. 
Sanford M. Rosenthal. 

Mr. Jacob Lieberman, National Institutes of Health, aided 
in statistical aspects of this study. Dr. Alberto Hurtado fur- 
nished laboratory space in the Departamento de Fisiopatol- 
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facilities in the Hospital del Nifio; and Drs. Belizario Sanchez 
and Fortunato Quesada furnished facilities in the Hospital 
Loayza and Hospital Dos de Mayo respectively. 

The sterile solution for intravenous administration used in 
this study was supplied by Laboratories Unidos, Lima, Peru. 
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THE MECHANICS OF COMMON FOOTBALL INJURIES 
Donald B. Slocum, M.D., Eugene, Ore. 


It is the basic premise of this paper that football 
presents certain inescapable injury hazards, due to 
the very nature of this vigorous body-contact sport, 
and that a knowledge of the mechanics of these 
injuries is essential to adequate medical history and 
definitive diagnosis. It is not the purpose to dis- 
cuss preventive measures, such as preparticipation 
physical examination, proper training and condition- 
ing, thorough knowledge of game techniques, and 
proper use of protective equipment. Nor is the ob- 
jective to discuss the proper classification of partici- 
pants into different categories according to age, 
weight, coordination, and physiological and mental 
maturity. The manner in which injury may be in- 
curred and the injuries most likely to occur in a 
given situation will be discussed. This subject has 
received only scant attention by the medical pro- 
fession at large, but a small corps of active observ- 
ers—the team physicians, the coaches, and the 
trainers—has long recognized the constantly recur- 
ring pattern of situations from which injuries are 
likely to arise. To minimize these situations they 
have developed rules and regulations, encouraged 
research and development of protective equipment 
(fig. 1), and altered coaching methods for the pro- 
tection of the player. 


~ From the Orthopaedic and Fracture Clinic. 
Reed rong the Western Orthopedic Association, Portland, Ore., 
Oct. 22, e 


Classifying the injuries incurred by foot- 
ball players has given valuable clues for 
prevention, diagnosis, and treatment. The 
upper extremity is less liable to injury than 
the lower because usually it bears little 
weight and is not fixed, but certain typical 
injuries to it do occur and are here analyzed. 
The lower extremity is usually fixed by con- 
tact with the ground and burdened by the 
weight of the rest of the body; injuries to the 
pelvis and lower extremity are therefore 
more frequent and severe. The head and 
vertebral column have rightly received more 
attention than other body segments because 
of the frequency of damage to the face and 
the seriousness of damage to the brain and 
spinal cord. Here probably the most lethal 
weapon in football is the oncoming knee, 
which exerts forces that must either be ab- 
sorbed by the head or transmitted to the 
vertebral column. It may be necessary to 
redesign some of the protective equipment 
now in use, including the present-day facial 
protection bars. 
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Be this as it may, injuries will occur and the value 
of an appreciation of injury mechanics under nor- 
mal playing and practice conditions cannot be over- 
estimated. It is fundamental that the early detection 
and prompt diagnosis and evaluation of injury is 
essential to the successful treatment of athletic 
trauma. Diagnosis can usually be made most accu- 
rately in the first few minutes after injury, prior to 
the onset of swelling and protective muscle spasm. 
Unfortunately, the physician seldom sees the player 
until hours or days after he has been injured. The 
well-trained player moves automatically, depending 
on training, instinct, and conditioning, and his atten- 
tion is directed toward the constantly unfolding 
pattern of play rather than his position, posture, 
balance, speed, and mode of body contact. It is 
more than likely that he cannot give an accurate 
history until his memory is refreshed by the probing 
questions of a physician familiar with the type of 
injuries likely to occur and the mechanics of those 
injuries. 

In this discussion, I will outline the mechanics of 
some of the more common injuries which are unique 
to the game and attempt to translate the “locker- 
room” slang for these injuries into medical termi- 
nowey: The Upper Extremity 

The shoulder complex actually consists of four 
joints which, through coordinated interplay, place 
the arm in the many positions required in daily use. 
Of these, the sternoclavicular and scapulothoracic 
joints are rarely injured in football, and it is with 
the acromioclavicular and shoulder joints that the 
physician is primarily concerned. By nature these 
joints have little inherent mechanical stability but 
depend on ligamentous strength and muscle balance 
for their integrity. The glenoid fossa forms a shal- 
low socket for the reception of the humeral head 
and articulates with only a small portion of its 
cartilaginous surface at any time. The articulation 
between the acromion and clavicle is of fingernail 
size, yet it represents the articular-osseous connec- 
tion between arm and trunk. Variations in the 
shape of the joint lead to further instability: the 
joint may be smaller than normal in size, may be 
slanting rather than at right angles at the face of 
the joint, or may be set with the clavicle riding high 
at the acromial junction. The majority of injuries to 
these two joints result from contact with other 
players (63%), although contact of the shoulder 
with the ground forms an appreciable group (30%) 
and there are a few miscellaneous causes of injury.' 

The types of injury, in order of frequency, are 
contusions of the shoulder, acromioclavicular joint 
injury, shoulder muscle strains, sprains and disloca- 
tions of the shoulder, fractures of the clavicle, and 
other miscellaneous traumatic conditions.’ In ath- 
letic parlance,* the “shoulder pointer” means con- 
tusion of the acromion and adjacent deltoid at the 
“point” of the shoulder. “Shoulder separation” ap- 
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plies to sprains, subluxations, and dislocations of 
the acromioclavicular joint. “Shoulder strain” desig- 
nates actual strain of the internal rotator cuff by 
direct pull, contusions of the rotator cuff by indirect 
force impinging it between the humeral head and 
acromion, and sprains and subluxation of the pos- 
terior aspect of the shoulder joint. “Dislocation” of 
the shoulder applies to anterior and inferior cap- 
sular involvement with subluxation or dislocation. 
“Shoulder nerve injury” is a syndrome characterized 
by pain and swelling of the deltoid, numbness of 
the hand of about five minutes’ duration, followed 
by weakness in abduction lasting for about two 
weeks; it is due to contusion of the deltoid in com- 
bination with a mild traction injury to the brachial 
plexus or direct injury to the axillary nerve in the 
quadrilateral space. “Knocked-down shoulder” is 
the term applied to the protective position assumed 


Fig. 1.—Football protective equipment. Front view, note 
headgear with bar protecting face. Within headgear is sus- 
pension, to distribute force of blow, with % in. clearance 
between scalp and shell. “Line-backer” shoulder pads dis- 
tribute blow to shoulder area and thorax. Side view, note 
protection to roof of shoulder and deltoid region by shoulder 
pads. Back view, note protection to lower part of back and 
sacrum. 


after musculotendinous injury to the shoulder-neck 
interval and usually involves local muscle spasm of 
the trapezius, rhomboid, and cervical erector spinae 
muscles, accompanied by acute unilateral pain. The 
term “glass arm” does not apply to football since it 
is not primarily a throwing sport. Let us now look 
more specifically at the various mechanisms of 
injury. 


Mechanisms of Injury to Upper Extremity 


The contusion of bone, muscle, or nerve is due to 
a direct blow. The roof of the shoulder and the 
shoulder-neck area are fairly well protected from 
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such a blow by shoulder pads as long as these pads 
are properly sized and adjusted (fig. 1, side view). 
Only the trapezius and lateral part of the neck are 
exposed, and injury to this area most often occurs 
when the defensive player flinches and looks away 
from his opponent, taking a direct blow from the 
oncoming player’s hip, thigh, knee, or elbow (fig. 
2A). Trapezius injury may be incurred either from a 


Fig. 2.—Injuries to shoulder-neck area. A, neck injury: 
defensive player exposes neck to block by dropping his head 
and failing to lift, probably due to flinching and closing eyes 
before moment of impact. He is likely to receive contusions 
of trapezius, cervical spine, and joint sprain. On right, player 
50 looks away from defensive block, likely to cause head, 
neck, or facial injury. B, shoulder injury: player 58 is falling 
on “point” of shoulder, exposing himself to possibility of 
contusion of deltoid muscle and acromion, fracture of clavi- 
cle, and acromioclavicular sprain or dislocation. On right, 
player 72 has fallen with his arm at his side, exposing him 
to injuries of the wrist, elbow, and shoulder. C, two phases 
of mechanism of anterior dislocation of shoulder. On left, 
defending player tackles low and wide as ball carrier goes 
past. On right, his arm is being forced into abduction, ex- 
tension, and external rotation. 


direct contusion or sudden strong jerk on the arm 
while the head is being forced and rotated to the 
opposite side in a “pile-up” situation. Contusion of 
the brachial plexus usually results either from direct 
injury by the oncoming knee or thigh or from a 
downward blow on the shoulder resulting in im- 
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pingement of the plexus between clavicle and ribs. 
Quadrilateral space injury is rare and is caused by 
a kick or blow from the knee. Contusion is usually 
of only transient importance since recovery time is 
seldom prolonged. Physical therapy methods are 
the chief form of treatment. 

Fractures of the clavicle are most often due to 
falls on the outstretched hand in which the force is 
transmitted upward through the shoulder and 
acromioclavicular joints to the clavicle. A lesser 
number are due to a fall on the point of the shoul- 
der with inward force being carried through to the 
clavicle (fig. 2B). Fracture through direct injury is 
most rare because of the protective equipment, and 
for this reason fractures of the clavicle involving 
the underlying brachial plexus and subclavian ves- 
sels are seldom seen. It is obvious that most clavicu- 
lar fractures are due to the failure of the player to 
absorb proper coaching techniques; in this case he 
fails to keep the body under control and to consum- 
mate a “body roll,” in which the force of the blow 
is diffused by rolling backward over the posterior 
thorax and then into a prone position or onto the 
feet.* 

The acromioclavicular articulation is subject to 
sprain, subluxation, or dislocation, all of which are 
due to essentially the same mechanics and are a 
matter of degree. Theoretically, this joint may be 
dislocated superiorly, anteriorly, posteriorly, or in- 
feriorly. In football only the superior and anterior 
dislocations are seen. The superior dislocation is 
the usual one below the professional level of play 
and involves both the superior articular ligament of 
the acromioclavicular joint and the coracoclavicular 
ligaments. Its usual cause is a fall on the point of 
shoulder with forceful depression of the acromion. 
The arm is usually in moderate abduction, forward 
flexion, and internal rotation, i. e., the ball-carrying 
position. Such a dislocation is rarely the result of a 
blow directly on top of the shoulder because of the 
protection of the shoulder pads. 

Cox points out that in professional football a 
great number of anterior dislocations are seen, in 
contrast to college and high school football, in 
which practically none are to be found. There would 
seem to be two reasons for this: first, most profes- 
sional players do not fall on the point of the shoul- 
der because of previous training and developed 
agility; second, until recently, in professional foot- 
ball a player was permitted to get up and continue 
forward progress after his knee had touched the 
ground and, as he scrambled back to an erect posi- 
tion, an opponent or opponents would pile on his 
back, forcing his body forward and downward while 
the shoulder girdle was fixed by the extended arm 
or elbow. 

Bateman * has pointed out that one result of 
superb mobility of the shoulder is frequent anterior 
dislocation and that the essential episode is the head 
of the humerus being forced against the weak an- 
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terior capsule. While the usual cause in civilian life 
is a fall on the outstretched hand in which the body 
weight carries forward and the elbow flexes, throw- 
ing the upper arm into abduction, external rotation, 
and extension, this only occasionally occurs in foot- 
ball because of training and the lack of a surprise 
situation. Here it is usually the result of a tackle in 
which the tackler looks away from his opponent and 
passes him too widely while attempting to grasp his 
thighs (fig. 2C); the momentum of the moving 
player and oncoming opponent then forces the 
abducted upper arm backward into full extension 
and levers it out of the joint. The inferior and the 
posterior dislocations have not occurred in my ex- 
perience. 

Sprain of the posterior capsule and posterior sub- 
luxation of the shoulder are frequent occurrences. 
They usually occur in unskilled players who have 
not learned falling techniques. The injury is most 
often sustained in ball carriers who fall on the point 
of the flexed elbow with the humerus in full forward 
flexion and moderate internal rotation. Force is 
transmitted upward through the humerus, and the 
humeral head is forced against the posterior cap- 
sule. Pain along the back of the shoulder joint and 
posterior instability of the shoulder may result. 
This injury does not often occur with falls on the 
outstretched hand, because there the elbow flexes 
and causes the shoulder to extend and the force is 
transmitted to the front rather than to the back 
portion of the shoulder capsule. 

The internal rotator cuff may be damaged in sev- 
eral ways. In a fall with the arm near the side, force 
is transmitted directly upward, sandwiching the 
rotator cuff between the humeral head and the over- 
lying acromion with resulting contusion. When the 
rapidly moving player is grasped by the arm and 
jerked, the downward or lateral traction against the 
fixed cuff muscles may strain or tear the muscular or 
tendinous fibers. In blocking, a strong blow on the 
abducted arm again may strain the fibers of the cuff. 

Because of standard protective equipment, blows 
on the shoulder from above seldom traumatize the 
rotator cuff. Recognizable major tears in the cuff 
rarely occur in the football age group. 

The upper arm is seldom affected by serious 
injury. Bruised muscles are frequent, and muscle 
strains are often encountered. Myositis ossificans 
occasionally develops in severely contused muscles. 
The radial nerve may be traumatized at the postero- 
lateral aspect of the arm at the level of the middle 
third of the humerus. 

Injuries to the elbow are usually easy to diagnose. 
Hyperextension sprain is common and results either 
from a fall on the outstretched arm or, more com- 
monly, from a posterior blow on the fixed extended 
arm. Posterior dislocation has a similar mechanism. 
Other types of dislocation are unusual. Fractures 
of the medial epicondyle with tear of the medial 
ligaments are not infrequent; they follow a lateral 
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blow on the extended elbow when the hand is 
fixed. In two cases seen this year, one player was 
grasping the jersey of an opponent and another had 
his hand on the ground and elbow extended while 
arising from the prone position. In contrast to 
nonsports injuries, lateral dislocation of the elbow is 
seldom found in conjunction with this injury. Radial 
head fractures result from the usual fall on the 
outstretched hand. The injuries associated with the 
throwing sports are scarcely ever encountered. 

The forearm is seldom involved except through 
contusion. The hand is involved by the usual frac- 
tures, dislocations, and sprains with well-known 
mechanisms. 


Pelvis and Lower Extremity 


In general, the trauma sustained in the pelvis and 
lower extremity is more frequent and severe than 
that in the upper limb. In ligamentous injuries this 


Fig. 3.—Mechanics of injury to iliac crest, flank, or lower 
chest wall. In this trap play, player 72 would have been faked 
out of position when ball was snapped and right guard 
would have pulled out behind center and would have struck 
defensive lineman from his blind side, forcing him out of 
play. 


results from the fact that the leg is fixed by the 
ground below and the body above when the force 
of a blow or indirect torsion strain is sustained. In 
contusions, the injury may be more severe than in 
the upper extremity because the part involved, the 
leg, is heavier than the arm, is probably moving 
with greater rapidity, and, of even greater signifi- 
cance, is superimposed by the entire body weight. 
Contusions to the brim of the pelvis are called 
“hip pointers.” These result from direct blows to the 
iliac crest and the musculature immediately above 
or below and are usually accompanied by hema- 
toma formation (fig. 3). About 70% result from 
contact with other players (usually from “blind 
side” blows) or in pile-up situations.’ In most 
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instances they occur in spite of protective padding, 
but its absence or misuse will increase the likelihood 
of injury. The remaining 30% result from contact 
with other objects, such as the ground. With the 
exception of contusion of the greater trochanter of 
the femur, injuries to the hip region are few. The 
joint itself is seldom involved due to its protection 
by heavy muscles and the angle of application of 
traumatizing forces. Contusions of the thigh in- 
volving the quadriceps muscle are called “charley- 
horses.” These vary in severity from mild bruises to 
severe crushing injuries with rupture of muscle 
fibers and hematoma formation. When the latter 
occur in the vastus medialis, myositis ossificans may 
follow because of the intimate relation of this 
muscle with the underlying femur. In the majority 
of cases, the charleyhorse results from a strong 
shoulder block by the opponent, although the knee 
or foot may occasionally be the cause. It is more 
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the side of contact but the opposite foot is planted 
firmly on the ground, the force may be carried 
through to the opposite leg to lever the joint open 
laterally, rupturing the fibular collateral ligaments. 
The extent of cruciate ligament damage depends on 
the degree that the joint is opened on the side 
opposite the blow and the angle backward or for- 
ward of the lateral midline from which force is 
applied. 

In frontal injury, contusions of the patella and 
suprapatellar region are incurred most frequently. 
The suprapatellar bursa which lies in the interval 
between the thigh and knee pads is most often in- 
jured by shoulder blows in tackling and blocking 
(fig. 4A). When a player takes blocks or tackles on 
his knees it is usually evidence of lack:of ability, 
poor football preparation, or both. Bruises to the 
patella are often due to failure to use the protective 
knee pad; sometimes the pants are too tight, bind- 


Fig. 4.—Knee injuries. A, contusion of knee by shoulder pad striking between thigh and knee pads. B, ligamentous injury to 
knee when defensive player 50 is subjected to “two on one” block by two offensive players. Normally, player would have his 
legs closer together and his feet in constant motion so that force could not be applied against his knees when his feet are solidly 
planted. C, player on left demonstrates typical clipping injury in which shoulder forces runner’s knee inward and medial, while 
his cleats are fixed solidly to ground. Runner has complete loss of control and is subject to internal derangement of right knee. 
Injury varies, depending on whether force is applied from straight lateral or posterolateral position. 


likely to occur if the thigh pads are loose or in- 
adequate, but will often occur in spite of good 
protective equipment if the traumatizing force is 
great enough. 

The knee presents a most vulnerable target for 
injury, due to its exposed position and to the fact 
that its movements are largely restricted to flexion 
and extension with little medial or lateral “give” 
(fig. 4). In contact injuries, 63% occur from the 
side, 28% from the front, and only 9% from the rear.’ 

Blows to the lateral side of the knee usually fol- 
low clipping, side-swiping, or trap blocking. To 
sustain ligamentous injury the foot must be fixed 
to the ground so that the force of the blow levers 
the inner side of the joint apart, with the outer bony 
rim acting as a fulcrum. If the foot is not fixed on 


ing and restricting knee motion; often the pocket 
in which the pad should be inserted has shrunk 
from laundering until it is impossible to use the 
pad in it properly. 

Contact at the back of the knee results in a 
straight forward or medial-and-forward force caus- 
ing ruptures of the anterior cruciate and tibial col- 
lateral ligaments. In this instance, avulsion of the 
tibial collateral ligament at its distal attachment 
results in a tear which is greatest anteriorly; when it 
occurs at the femoral attachment it is greatest 
posteriorly; in the continuity of the ligament the 
tear may be at different levels in the superficial and 
deep layers of the ligament, and incomplete tears 
are located in the anterior or posterior side of the 
ligament in relation to their proximity to the upper 
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or lower ligamentous attachment. In extremely 
severe contact injuries where torsion is present, the 
meniscus may be damaged. Muller,’ reporting on 
21 surgical cases of repair of severe ligamentous 
damage, states that in none of these was the menis- 
cus injured. His findings suggest that twisting forces 
are not a major factor in most instances. 
Noncontact injuries of the knee most frequently 
involve the meniscus and, to a lesser extent, the 
ligaments. They occur when the flexed knee is under 
a severe twisting strain, such as in the act of “cut- 
ting” where the player suddenly changes directions, 
often pivoting 90 degrees on the fixed foot. The 
question usually arises as to whether football cleats 
add to the likelihood of such an injury because of 
the fixation they afford. The weight of evidence 
points to the fact that aluminum, plastic, or com- 
position cleats are readily withdrawn from the 
ground (in contrast to the old leather cleats) and 
are only dangerous when the foot is fixed, a situa- 
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The Head and Spine 


Because of the frequency of facial injury and the 
seriousness of damage to the brain, the problem of 
trauma to the head has received more attention than 
that to any other body segment. Blows to the head 
may either injure the head itself or be transmitted to 
the spine, depending on their force and the angle 
of application (fig. 5). Blows are of two types: (1) 
the low-energy impact blow and (2) the high- 
energy impact blow. In the former, the current 
football helmet affords adequate protection against 
single or repeated blows, but these forces may be 
transmitted to the cervical spine where chronic 
sprain or cervical arthritis and its sequelae may re- 
sult. The high-energy impact blow is the one which 
is potentially most dangerous and is responsible for 
the majority of fatalities. A study of location of the 
blow in fatal injury revealed * that “the left and 
right front side of the head incur 22.08 percent of all 


Fig. 5.—Injuries to head, neck, and spine. A, offensive player on left is out of football position while being tackled. Defensive 
player has used good technique, striking on-coming player immediately above belt line with his head, grasping his buttocks, 
and lifting upward to throw the ball carrier on his back. Helmet striking chin is likely to cause dental, facial, and neck injuries. 
Defensive player, driving in hard, will lift his head and shoulder, forcing his shoulder pads upward inside facial bar. This can 
result in facial injury or severe twisting of head and neck. B, player on left, tackling too low, is likely to sustain injury to trape- 
zius muscle, cervical spine, or brachial plexus. Players on the right demonstrate second move of same play. Defensive player 
has completely lost control; spine is thrown into twist with possible back injury, and shoulder is rotated backward with possi- 
ble contusion by offensive player's knee. He could sustain head or neck injury from offensive player's left knee. Situation is 
particularly bad in “gang” tackle. C, players on left demonstrate flexion injuries of the head, neck and back. Player 72 shows 
poor football technique by dropping his head on impact. This will result in blow on head plus acute flexion of neck. If player 
80 moves forward he will raise his right thigh, throwing his opponent’s back into acute flexion and exposing him to spinal. in- 
jury through staggering force developed by oncoming knee. Defensive player on right is coming into his opponent too low— 
center of gravity is overbalanced, he has no lift to stop his opponent, and his head is twisted into position of possible neck 
injury. Spine is arched, which makes him liable to back injury as well. 


tion which seldom occurs in the well-coached play- 
er. A second question which is often posed is 
whether ankle strapping, by restricting motion, 
causes more stress on the knee. Unquestionably it 
does but not to a degree which is dangerous to a 
properly trained player. Ankle injuries present no 
new problem as far as mechanism is concerned and 
will not be dealt with here except to point out the 
protective value of ankle wrap and ankle strapping; 
these reduce the incidence of sprain about 90%. 


injuries. Blows on the top of the head (resulting in 
spine injuries ) incur 18.83 percent. Internal injuries 
rank third with 18.18 percent. Traumatic blows to 
the back of the head incur 12.34 percent of all in- 
juries.” 

The percentage of fatalities is relatively low (2 
per 100,000 participants or 17.44 per year over the 
1931-1956 period). Although no accurate statistics 
are available as to how these injuries have occurred, 
it is my feeling that the most lethal weapon in foot- 
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ball is the oncoming knee. To give a rough example, 
a typical varsity fullback weighing 185 Ib. (83.9 kg.) 
and running the 100-yard dash in 10.5 seconds was 
asked to kick a dynamometer with his knee. Stand- 
ing, he could kick 500 lb., with one step 625 Ib., 
and with two steps 725 lb. Add to this the incre- 
ment of forces developed by rapidly moving players 
based on the formula “momentum equals mass times 
velocity” and a more realistic picture is presented. 
An aggressive, alert player may receive a serious 
head injury, and the weak, fatigued, or “loafing” 
player may be doubled up in flexion and receive 
serious spinal trauma. 

Injuries to the spine are of two types: direct con- 
tusion and flexion or twisting injuries. The direct 
contusions are seldom serious, except for kidney 
blows. The indirect flexion injuries usually happen 
when a player (blocker or tackler) looks away from 
his opponent and is literally “doubled up” by the 
impact of the thigh or knee of an oncoming player. 
These may range from sprain to fracture of the 
cervical, thoracic, or lumbar spine. When a player 
loses body contro] at the time when strong body 
contact is faced, twisting injuries may be the result. 

The face presents the single body area most 
vulnerable to injury. Here fractured teeth are most 
common, with the causative agent being the op- 
ponent’s foot (25%), the head (18%), the knee 
(16%), and the arm (12%).’ At a recent postgrad- 
uate conference, four outstanding college trainers 
seriously doubted the efficacy of present-day facial 
protection bars in reducing the incidence of facial 
injury; in fact, they felt that they might be respon- 
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sible for a number of cervical sprains of the twist- 
ing type when grasped by an opponent, which fre- 
quently happens in spite of the 15-yard penalty 
rule. 

Summary 


Injuries due to football are the inherent risk of 
a vigorous body-contact sport. Early diagnosis is 
difficult under field conditions because of the pres- 
sure of time and lack of facilities for examination. 
Late diagnosis is handicapped by swelling and 
muscle spasm. A comprehensive understanding of 
injury mechanisms will often reveal the essential 
clues in the medical history that lead to prompt 
diagnosis and treatment. 


750 E. 11th St. 
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sence of infection, the pulmonary artery does not become thrombosed beyond 


OF LIGATING THE PULMONARY ARTERY.—In the ab- 


the ligature, but comes into communication with vastly enlarged bronchial 
arteries by means of precapillary peripheral anastomoses. . . . It is remarkable that 


the lung can survive ligature of both pulmonary arterial inflow and pulmonary venous 
drainage. Collaterals arrive from both sides, in a manner characteristic for each when 
it alone is stimulated to expand as described. It is astonishing that the ingrowth of 
newly formed vessels arriving transpleurally is orderly, in that arterial collaterals in- 
variably establish connections with pulmonary arteries, and the venous collaterals 
invariably come to drain pulmonary veins. The forces that guide these vessels to their 
appropriate destinations are mysterious, but must be chemical, rather than purely 
mechanical. If they were simply mechanical, then the larger than capillary connec- 
tions should be in the direction of the greatest pressure drop, i. e. from collateral 
systemic arteries to collateral systemic veins. Such “short circuits” have, however, 
never been observed in the vinylite casts. Instead, the course of the blood flow is ap- 
parently the most circuitous possible: from systemic collaterals directly, by precapil- 
lary anastomoses, to pulmonary arteries, to pulmonary capillaries, to pulmonary veins, 
and thence, by large anastomoses, to systemic collateral veins. More than one in- 
fluence must, therefore, be considered in the attempt to reply to John Hunter’s still 
perplexing question, asked 200 years ago, “What makes vessels grow?”—A. A. Liebow, 
M. R. Hales, and W. E. Bloomer, Relation of Bronchial to Pulmonary Vascular Tree, 
edited by W. Adams and I. Veith, Pulmonary Circulation, 1959. 
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TISSUE NECROSIS AND SLOUGH PRODUCED BY METARAMINOL 
BITARTRATE 


Walter E. Dippy, M.D. 


Edward R. Dorney, M.D., Atlanta, Ga. 


It has been reported that subcutaneous or in- 
tramuscular infiltration of metaraminol (Aramine ) 
bitartrate causes no local tissue injury." The pur- 
pose of this communication is to present a case 
of tissue necrosis caused by subcutaneous injec- 
tion of metaraminol. 


Report of a Case 


A 65-year-old man was admitted to the Emory 
University Hospital, Atlanta, Ga., because of the 
sudden appearance of hemiplegia on the right side. 
He was said to have previously had transient epi- 
sodes of slurring of speech and weakness of the 
right arm. No further medical history was avail- 
able. 

Physical examination revealed a blood pressure 
of 110/80 mm. Hg in the right arm, pulse rate 
100 per minute; and temperature 98.6 F (37.5 C). 
There was a complete right-sided hemiplegia, 
with sensory loss on the same side and inability 
to speak or swallow. There was a loud systolic 
bruit heard over the left carotid artery at the 
angle of the jaw. A systolic thrill was palpable 
in the same area. A bruit of less intensity was 
heard in the same area on the right side. The 
heart and lungs were within normal limits. The 
abdomen was flaccid. The aorta could be palpated 
to the level of the umbilicus, but no pulsations 
were present below this level. No arterial pulses 
were noted in femoral or popliteal arteries or arter- 
ies of the feet. Pulsations were noted in the right 
radial artery but not in the left. Oscillometry revealed 
less than 0.2 of one unit of oscillation in the thighs, 
calves, and feet bilaterally at 60 mm. Hg. The 
lower right arm showed 2.5 units, upper right 
arm 2.5 units, lower left arm less than 0.5 units, 
and upper left arm 1.5 units at 60 mm. Hg. A diag- 
nosis of generalized arteriosclerosis with left carotid 
artery thrombosis was made, and the patient was 
placed on therapy with anticoagulants. 

On the ninth hospital day, a drop in the blood 
pressure was noted and 2.5 mg. of metaraminol 
was given intravenously. The pressure was then 
maintained with 10 mg. of metaraminol and 1,000 
ce. of a 5% solution of dextrose and water for the 
next seven hours. After this, intramuscular injec- 


From the Emory University School of Medicine. 


Tissue necrosis and slough occurred in a 
patient with generalized arteriosclerosis 
after intravenous infusion of metaraminol 
during which extravasation occurred along 
the course of the vein. Previously, multiple 
intramuscular injections of metaraminol had 
been well tolerated, as had intravenous in- 
fusions. It is suggested that, when metar- 
aminol is used, all precautions against tissue 
damage, such as polyethylene catheters and 
phentolamine, should be used after extra- 
vasation in the presence of vascular insuffi- 
ciency. 


tions of 2.5 mg. of metaraminol at two-to-four-hour 
intervals were continued for the next several days. 
On the 14th hospital day, the blood pressure again 
dropped to 70/40 mm. Hg and could not be re- 
stored by use of metaraminol intramuscularly. An 
intravenous infusion was then instituted in the 
right antecubital vein. Over the next three hours 
the patient received 1,600 cc. of the infusion con- 
taining 30 mg. of metaraminol per 1,000 cc. The 
infusion was stopped when subcutaneous infiltra- 
tion occurred. To facilitate nursing care, the in- 
fusion was restarted in the right great saphenous 
vein at the ankle. A total of 75 mg. of metaraminol 
in 2,600 ce. of 5% solution of dextrose and water 
was given over the next 24 hours. The infusion 
was terminated when mild swelling of the lower 
portion of the leg was noted. Approximately nine 
hours later a discoloration was noted to extend 
along the course of the right great saphenous vein 
to the knee. In 72 hours the area had become dark 
and necrotic and drainage was noted. Treatment 
consisted of soaks, streptokinase-streptodornase 
(Varidase) topically, antibiotics parenterally, and 
débridement. Amputation was decided on, but the 
patient died of bronchial pneumonia before this 
could be carried out. 

Postmortem examination showed generalized ar- 
teriosclerosis with occlusion of the terminal aorta 
just below the origin of the renal arteries, occlu- 
sion of the left internal carotid artery, and partial 
occlusion of the right internal carotid artery. 
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Comment 


Tissue necrosis and slough occurred in the leg of 
a patient with severe atherosclerosis who was sub- 
jected to a slow intravenous infusion of metaraminol 
over a period of 72 hours. Concentrations of the 
agent used were not excessive, but there was sub- 
cutaneous extravasation along the course of the 
vein. Multiple intramuscular injections in the ade- 
quately vascularized upper arms and shoulders 
were well tolerated, as were intravenous infusions 
and one episode of subcutaneous infiltration. It 
seems logical, however, that any potent vasocon- 
strictor drug, when used in the presence of arterial 
insufficiency, is a potential cause of tissue necrosis. 
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It is suggested that, when metaraminol is used, 
all precautions against tissue damage, such as 
polyethylene catheters and phentolamine (Regi- 
tine) * in the local area after extravasation, should 
be utilized, particularly in the presence of vas- 
cular insufficiency. 


P. O. Box 459 (22) (Dr. Dorney). 
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The phrase “physician-patient relationship” is 
heard more today than ever before, and it seems 
destined to be the object of even greater interest in 
the immediate future. The concept is not new, but 
it has been undergoing considerable modification 
and clarification. 

Throughout the greater part of the history of 
modern medicine the interaction between a phy- 
sician and his patient has been known to be impor- 
tant. Few physicians today would challenge the 
observation that success and prestige in the com- 
munity depend more on “the little things” that 
impress the patient than on mastery of the tech- 
nical skills. “Old Doc Brown may not be up to 
date, but he understands me.” “Dr. Jones has a way 
with people.” How often have we all heard similar 
comments? And that old wheeze “bedside man- 
ner” still pops up from time to time. Have we not 
all at one time or another noted a seeming disparity 
between competence and popularity with patients? 
Perhaps we have even heard a somewhat embit- 
tered colleague mutter something to this effect, 
“I'm not trying to win a popularity contest, I just 
want to practice good medicine.” 

Having a “way with people” is certainly no sub- 
stitute for sound medical principles. Nor, on the 
other hand, are these two in any way antagonistic. 
It is better to perceive them as complementary 
forces. One need not exert his imagination to recall 
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SOCIOCULTURAL STRESSES AND THE PHYSICIAN-PATIENT 
RELATIONSHIP 


Rodger L. Buck, M.D., Cambridge, Mass. 


valid reasons why a good physician-patient rela- 
tionship is essential for optimal patient care. Only 
a few examples need be listed here. 

“History is 60% of the diagnosis” has long been 
a medical axiom. But history-taking involves the 
always complicated process of communication, 
which, in turn, is heavily dependent on the rela- 
tionship which exists between patient and physi- 
cian. Communication, faith in the physician, and 
the content of the interpersonal relationship may 
well determine to what extent, or how accurately, 
the patient follows his physician’s orders. 

There is a growing awareness, especially among 
the behavioral scientists, that the total content of 
the physician-patient relationship might well in- 
fluence the speed or extent of a patient’s recovery 
from almost any form of illness. This hypothesis 
remains to be tested thoroughly, but research with 
burned patients, patients undergoing colostomies, 
and those with cardiac disease, to name a few 
examples, has brought significant findings to light. 
I anticipate that further research may well extend 
even to such areas as convalescence after appen- 
dectomy or cholecystectomy. 

If one might accept as a given fact that a suc- 
cessful physician-patient relationship is, indeed, 
important in the over-all patient care, consideration 
can be given to the thesis of this paper: a number 
of social, cultural, and economic forces are acting 
to widen the gap between physician and patient. 
Furthermore, many of these factors which create 
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stress in the physician-patient relationship are, 
paradoxically, elements which demand a narrowing 
of this gap. 

Some of the elements which exert pressures pre- 
dominantly on the patient side of this relationship 
will be reviewed first. Then, after considering those 
involving both sides simultaneously, the elements 
affecting the physician primarily will be discussed. 
The shift from one area to another will be almost 
imperceptible. This is as it should be. The inter- 
est here is in the meeting ground between patient 
and physician, and any stress (regardless of its 
primary focus) will be felt throughout the whole. 


Publicity Pressures 


A high proportion of newspapers now carry 
daily columns discussing health and illness. One 
after another, diseases, their symptoms and treat- 
ment, are sketched. Many leading magazines find 
it profitable to feature sections on medicine. Cam- 
paigns for funds and for the dissemination of in- 
formation on poliomyelitis, tuberculosis, multiple 
sclerosis, muscular dystrophy, heart disease, can- 
cer, cerebral palsy, arthritis, and influenza bom- 
bard the laity from all sides via every medium of 
advertising. (Diabetes even influenced the Davis 
Cup matches.) All of these lead to an increased 
awareness on the part of the laity of the potential 
hazards that jeopardize their chances for a long and 
healthy life. Anxiety is created, not only about their 
health but about their illness or their real or sup- 
posed symptoms. Mental illness statistics and the 
whole problem of mental health are claiming 
greater degrees of public attention, serving to 
bring the awareness of the possibility of developing 
a mental disease ever closer to each individual. Add 
to this the anxiety engendered by the succession of 
international crises, tension, and the threat of total 
annihilation of mankind, and the sum is the realiza- 
tion that our very existence is threatened—inter- 
nally as well as externally. 

All of these forces—increased medical knowl- 
edge, stimulated awareness of diseases, the threat 
of mental illness, and the imminence of annihila- 
tion—create an increasing need for the services of 
the physician. They also serve to make the patient 
more demanding (whether overtly or covertly) of 
increased time and attention from his doctor. Pa- 
tients want more explanations, need more reassur- 
ance, and require more understanding. 

These forces acting on the patient, although 
tending on the surface to draw the physician and 
patient closer together, actually make the existing 
gulf more apparent. A patient without these in- 
creased expectations, given a certain unit of the 
physician’s time, will be more satisfied than the 
anxious and demanding patient given the same 
time. Perception of the physician-patient contact 
thus suffers a temporal distortion. 
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Further stress is exerted on the physician-patient 
relationship by the publicity so often given to 
attacks on the medical profession. Malpractice 
suits with skyrocketing claims and _ settlements 
make headlines. Sensational literature “exposing” 
hospital practices and physicians’ conduct seems to 
be in vogue. Who can doubt the damage this does 
to the physician-patient relationship? Suspicion of 
the physician and diminution of faith in his skills 
are certain to take their toll. 

Of course, there is another edge to this sword of 
damaging publicity. The physician finds himself 
more and more on the defensive—at times even 
apologetic. He is, at the same time, kept constantly 
aware of the threat of a malpractice suit. He is 
never certain just which of his patients may decide 
to take advantage of him; he may feel impelled to 
adopt an overly conservative style in all his ther- 
apy; and he is, in general, working under added 
pressures of anxiety. These factors may easily in- 
fluence his relati:nship with all his patients. An 
optimal physician-patient interchange is undoubt- 
edly based on mutual trust and respect. When 
suspicion, fear, tension, and loss of faith enter into 
one or both sides of the relationship, the entire 
relationship quite obviously suffers. Damage is 
done. The extent will depend on the degree to 
which these destructive elements are present. 


Stresses due to Change in Therapy Environment 


During the past 50 years, and especially during 
the span of the last generation, there has been a 
noted shift from home and family centered treat- 
ment to that of the hospital environment. Most of 
us will recall that during our own childhood the 
vast majority of illnesses were treated at home. 
The patient's family were constantly present to 
lend emotional support, to show their concern, and 
to be available at the patient's beck and call. The 
physician who attended the patient in the home 
became well acquainted with the family, the pa- 
tient’s living conditions, and other environmental 
factors. In essence, the physician was exposed to 
the psychological, social, and cultural factors, as 
well as the biological. 

Today, as is well known, we are in the age of 
technological medicine. A far broader spectrum of 
diseases are treated in the hospital, where are con- 
centrated a most imposing array of new techniques 
and technical personnel. Routines and procedures 
approach automation. 

The technical advantages of hospitalization to 
the patient could not, for the most part, be dupli- 
cated in the home. Unfortunately, however, the 
psychological and social advantages of the family 
milieu are not sufficiently reproduced in the im- 
personalized hospital routine. The paradox is de- 
fined more sharply by our growing awareness that 
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the dichotomy between the biophysical and the 
sociopsychological aspects of medicine is not a 
valid one. Man is at the same time a biological, a 
psychological, a sociological, and a cultural or- 
ganism. 

The stresses placed on the patient as the result 
of the change to a hospital environment are be- 
coming more apparent as further sophistication in a 
more holistic approach to medicine is gained. It is 
realized, further, that in this age of technological 
medicine the physician is frequently denied the 
insights he previously gained from observing the 
patient in his home and with his family. It is evi- 
dent, therefore, that the physician-patient relation- 
ship suffers stress bilaterally. 


Problem of Specialization 


Some of the side-effects of the current trend 
toward specialization are a further problem arising 
from our technological status. The mushrooming 
accumulation of medical knowledge precludes the 
attainment by any one physician of sufficient 
knowledge of all the specialties. Specialization is 
an obvious necessity; the only question concerns 
the optimal extent to which it should be carried. 
However, the very fact that there are general prac- 
titioners plus multiple specialties and specialists 
sets in motion considerable forces opposing a good 
physician-patient relationship. 

The already doubting patient may harbor further 
suspicions that his family physician may not be 
quite qualified to handle his present illness. Or, if 
under the care of a specialist, he may wonder if the 
proper one has been engaged. Again a lessening of 
faith in the physician weakens the relationship. 
On the other side of the coin, it is conceivable that 
quite the opposite reaction may occur. A patient 
may enter his contract with a specialist with un- 
justifiably high expectations. 


Effects of Prepaid Insurance 


It is hoped that research may soon be initiated to 
determine the effects of prepaid insurance and 
group health plans on the physician-patient rela- 
tionship. It is conceivable that under these circum- 
stances there might be a tendency for people to 
view the physician as a salaried employee who is 
obliged to render all due medical care. Aside from 
the possibility of abuse of the medical plan and of 
the physician’s time, there may well be other fac- 
tors here that will have bearing on the relationship. 
For example, does the physician lose prestige to the 
extent that his leverage is decreased? Or, on the 
other hand, is there a tendency for the physician to 
perceive his patients as detached case numbers to 
be inserted in form 2A4XY? It may well be that 
more advantages than disadvantages will accrue 
from prepaid plans, but until adequate studies are 
done we must be cognizant of both possibilities. 
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Educational Lag 


Returning to the matter of the accelerating ac- 
cumulation of medical knowledge and the evolu- 
tion of the holistic approach, it is noted that there 
are resultant educational lags. Practicing physi- 
cians are unable to avail themselves sufficiently of 
the growing mass of literature on the behavioral 
sciences. Medical schools, for that matter, are only 
beginning to include behavioral science material in 
the medical curriculum. Not the least of their prob- 
lems derive from the dilemma of how to include 
this in an already overcrowded four-year program. 

Partial solutions to many of the physician-patient 
relationship perplexities are becoming available as 
a result of significant interdisciplinary research in 
the field of social science in medicine. Adequate 
dissemination and implementation of this informa- 
tion has yet to be achieved. And the very absence 
of these new methods in their armamentarium 
causes many physicians to feel uneasy and inse- 
cure when confronted by psychosomatic cases. Lack 
of training in the behavioral sciences, and the result- 
ing incertitude, may well reflect on relationships 
with patients. 


Economic Stress 


Stresses of economic etiology are equally appar- 
ent. Increased costs of living, of equipment, office 
rent, office personnel, malpractice insurance, etc., 
seem to leave the physician with but two alterna- 
tives, if he is to maintain his standard of living. He 
may (1) charge higher fees for services or (2) 
handle more patients. The first may arouse antip- 
athy in certain patients, on the one hand, or com- 
pound the anxiety and reluctance that many 
physicians suffer from the discussion of fees, on 
the other. The second alternative increases the 
physician’s pressures and fatigue and, at the same 
time, shortens the period of contact with each 
patient (many of whom need more, rather than 
less, time). 


Sociopolitical Factors 


I will not attempt to discuss the reasons, but 
physicians today seldom assume the community 
leadership roles of their predecessors. A family 
physician who was at the same time a leader in the 
community commanded prestige from his patients. 
He was respected for his active concern in the 
patient and in the patient’s community. There was 
less chance of his having to labor under the stigma 
of a label of commercialism imposed by a suspicious 
or poorly informed public. 


Conclusions 


It has been the purpose of this paper to create 
further awareness of the sociocultural factors which 
cause stress in the physician-patient relationship. In 
revealing the widening gap between a patient and 
his physician it was not my intention to be pessi- 
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mistic. There is too much of this already. Instructors 
of executive development courses say, “The defini- 
tion of the problem is the biggest step toward its 
correction.” Once we are aware that trouble does, 
in fact, exist, we must determine as precisely as 
possible the factors involved and how they may be 
remedied. 
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Examination of the problem of the widening gap 
in the physician-patient relationship demonstrates 
that forces are involved that necessitate assistance 
from beyond the ranks of the medical profession. 
Solution of this problem will be a task for research 
and other collaboration between social science and 
medicine. 


THE PSYCHOTHERAPEUTIC APPROACH TO NEUROSIS 
IN THE PAVLOVIAN SCHOOL 


George Serban, M.D., Elmhurst, N. Y. 


American writers whose studies refer to Pavlovian 
psychiatry and psychology appear surprised by the 
lack of information about Pavlovian psychotherapy 
in the Russian medical literature. Similarly, Ameri- 
can textbooks of psychiatry or psychotherapy * do not 
mention any point of view about it. Salter presents 
a conditioned reflex therapy fragmentarily, but not 
quite in the Pavlovian conception. Laughlin’ dis- 
cusses Russian brainwashing without any special 
theoretical approach. 

Inevitably then everybody has the impression that 
psychotherapy is not taken into consideration by the 
Pavlovians. Consequently, the question might arise 
as to the method of treatment and kind of psycho- 
therapy they would use, if any. Generally the same 
drugs, shock treatment, and other physical therapies 
are used all over the world. Knowing that these can- 
not always heal the patients, this raises the question, 
“Are they treated in the best way?” Moreover, the 
fact that only the usual medication in the treatment 
of psychiatric disorders is referred to in the Soviet 
books * strengthens the impression that the patients 
are treated by no other means. 

What is the explanation of the silence that covers 
Pavlovian psychotherapy? To understand the under- 
lying facts of this situation is to understand the 
philosophical and practical approach to human rela- 
tions in the Soviet type of society. It is necessary, 
therefore, to discuss briefly the formulation of the 
human concept in the dialectical materialistic view, 
which considers, according to Marx, “men as a prod- 
uct of circumstances and upbringing, and, conse- 
quently, changed men are products of other circum- 
stances.” * However, it would be a scientific error to 
interpret the above principle mechanically. The hu- 


From City Hospital at Elmhurst. 
Read before the periodic neuropsychiatric meeting, Beth Israel Hos- 
pital, New York, Dec. 4, 1958. 


According to Pavlovian principles, the 
social factor is important in forming the 
personality. Hence, in a Marxist society 
there should be little conflict between society 
and the individual. Conflict can, however, 
result from disequilibrium between social 
forces and individual capacities. Deviations 
must be corrected by persuasion, suggestion, 
punishment, or in special cases by treatment. 
Three case histories illustrate the application 
of these principles in patients with anxiety 
reaction, depressive reaction, and hysterical 
conversion. Little attention is paid to infancy 
as a nucleus of later conflict, to sexual prob- 
lems, which are solved by the relative sexual 
freedom of the adolescent, or to worries 
about the social security, which has to be ac- 
cepted by the individual as it is offered by 
society. In this context, the psychiatrist and 
his patient, as products of the same society, 
have no choice, and psychotherapy simply 
aims to reconstruct the broken socially con- 
ditioned reflexes by verboverbal associations 
to a certain type of nervous system. 


man being, in the materialistic philosophical con- 
cept, is not mere passive matter yielded to the 
power of environmental influences but an active 
purposive participant in it. Under these conditions 
the man creates his own milieu by his own work and 
activity, and any transformation in the content or 
form of everyday activity can produce changes in 
the psychic properties and in any stage of formation 
of mental processes.” 
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In this sequence of logical deduction, mental ac- 
tivity becomes the result of a report of interrelations 
between the human being and his environment. 
Generalizing the idea, human life became a new 
mode of existence of matter developed at a certain 
level, In supporting this point of view, it is best to 
quote directly from the materialistic philosophical 
interpretation of matter in motion according to An- 
aniev °; this will provide a clearer understanding of 
-aviovian psychological orientation: There are dif- 
ferent forms of movements of matter, from simple 
mechanical movements to the complex sensation. 
Sensation is an image of matter in motion as the 
most elementary element of consciousness directly 
reflecting the external world image. Space and time 
are regarded as the basic form of existence of mat- 
ter in motion.” This sustains the dialectical materi- 
alistic concept of quantitative changes being suc- 
ceeded by qualitative changes as a transitory form 
of matter in motion to a new stage of existence. In 
other words, mental activity is conditioned by the 
form of existence of living beings and changes with 
the change in the existence, because “the matter is 
primary and the consciousness is secondary.”™ 

From this idea arises the well-known axiom of 
dialectical materialism that nothing can appear in 
consciousness which is not a reflection of some as- 
pect of the objective world. But how? 

We have to keep in mind that mental activity is 
the result of matter in its highest form of organiza- 
tion as a nervous system. The material basis for con- 
sciousness is the function of the brain. According to 
Pavlovians, consciousness is determined by existence 
but conditioned through the physiological activity 
of the nervous system. If mental activity is insep- 
arably connected with the functioning of the brain, 
being a result of the latter, they might be studied 
by the same methods—materialistic methods. The 
successful representatives of this physiological 
school are Sechenov, Pavlov, and Ivanov-Smolensky. 
Russian psychiatry, oriented physiologically and 
sociologically, in its desire to find a solid ground in 
the explanation of the mental disorders had to con- 
sider the same approach. 


Viewpoint of Russian Psychiatry 


Although I have no intention of extensively dis- 
cussing the point of view of Russian psychiatry, an 
outline of their general opinion is necessary for a 
better understanding of their psychotherapy. Ac- 
cording to them, the general lines of mental activity 
of the brain are organized through unconditioned 
reflexes (which are inherited and, therefore, con- 
stant and phylogenetic) and through conditioned 
reflexes (which represent temporary bonds, highly 
variable in their connection, as the expression of the 
relations between environment and organism ). The 
latter are acquired in the course of ontogenesis. 
Stated in broad terms, the conditioned reflex is 
formed due to an excitation which occurs simul- 
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taneously at two points in the central nervous sys- 
tem, making a connection or a coupling of them. 
Among the most important laws governing their 
formation, the laws of irradiation, concentration, 
and reciprocal induction play an important part in 
the explanation of the formation of the neuroses. 
According to these laws, mental disorders could be 
produced by disequilibrium between the processes 
of excitation and inhibition at the cortical and sub- 
cortical center, with the result of uncontrolled exci- 
tation foci which disorganize the normal brain func- 
tioning. 

Pavlov’ introduced the idea that the interplay of 
excitation and inhibition varies from individual to 
individual, depending on the type of nervous sys- 
tem. He categorized the mechanism of conditioned 
reflexes and their results according to the type of 
nervous system. As a sketchy review, there are four 
types: (1) strong unbalanced, (2) strong balanced, 
mobile, (3) strong balanced, immobile, and (4) 
weak. Every Russian psychiatry book discusses this 
at length. 

The interrelation between the activity of the brain 
in the formation of cognitive processes and the type 
of nervous system might be summarized as follows: 
The sensation which represents the external stimuli 
is sent to the primary cortical sensory area, which 
has the function of analyzing, and it is synthesized 
by a secondary area into perception, into a con- 
scious integrated nature, obtaining a stereotype of 
reaction.” The cognitive process, therefore, is always 
the reflection of the reality of the external world, 
but, as we know, there is a potential conflict be- 
tween the amount and the quality of excitation and 
inhibition, as a physiological process in the mechan- 
ism of cerebral activity, in a certain type of nervous 
system. It remains necessary for the psychiatrist to 
recognize the quantity and the quality of stimuli 
that can be sustained by the individual with his 
particular type of nervous system in the formation 
of the dynamic stereotype. In support of the above 
idea, one has to recall the experimental work of 
Ivanov-Smolensky, who produced in the laboratory 
so-cailed neuroses of excitation and inhibition in 
healthy human beings. 

In corroborating their view about the type of 
nervous system, Saprykin and Milerian ° found that 
a conditioned reflex, established by pressing a col- 
ored button and the resulting appearance of a light 
of the same color, easily became strict; and by 
changing the speed of reaction they introduced the 
element of differentiation of conditioned stimuli in 
determining the type of nervous system. (The basic 
work was done by Ivanov-Smolensky. ) 

To summarize the general facts presented above, 
the psychotherapist has to keep in mind both the 
dialectical materialistic orientation of the society in 
which the individual is a purposive actor and the 
reaction of the individual, with his distinct person- 
ality, including his type of nervous system. 
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| The physiological interrelation between the ex- 
ternal world and the nervous system is presented by 
Bakov,"° referring to Pavlov, in this way: “Any ele- 
ment in the external environment which is indiffer- 
ent for the organism may, under a certain condi- 
tion, become a factor acting upon its central nerv- 
ous system through the receptors. Under this con- 
dition, the action of neutral elements of the external 
environment may produce change in the organism.” 
In line with this, Ilyina'’ made the same strong 
connection between the social reaction and the dif- 
ferent types of nervous system (experiments corre- 
lating galvanic skin reflexes and the establishment 
of social contact). 


Social Factor in Development of Personality 


Briefly, all the Russian psychological papers, em- 
phasizing dialectical materialistic thinking and 
physiological Pavlovian orientation, stress the im- 
portance of the social factor in the formation of 
personality. If this is so, first, in the Russian-Marxist 
society what may influence the development of the 
individual? Second, since the Russian psychiatrist is 
convinced that the personality is developed through 
social interaction, according to the type of nervous 
system, how will he analyze the social factor as a 
possible source of conflict for the individual? 

The point of departure is the materialistic theme 
that the consciousness is a reflection of the objective 
world, is formed by the process of labor, and ap- 
pears during human activity. This means that the 
society influences the individual by its people and 
by its principles.'* But what are the principles of 
this society? Can these principles of society become 
a source of conflict between the society and the 
individual? 

To understand all these remarks and the position 
of the psychotherapist, we have to take a brief look 
at the Russian-Marxist social organization. A society 
with an economic and social organization planned 
and directed by the central government implies in 
its structure, as a decisive factor, that the state has 
a dominant role over the individual. In this situa- 
tion, the individual, regardless of his aims, is sub- 
ordinated to the interest of the state. This society 
has strict regulations and dogmas in which the in- 
dividual is supposed to believe, without hesitation, 
after a long process of learning and education or- 
ganized by the state. The child’s upbringing, educa- 
tion by the school, literature, radio and television, 
and social life are directed to form these temporary 
nervous bonds (conditioned reflexes) in supporting 
the aims of the state and stimulating the individual 
to them. Even the instinctual drive is channeled 
according to the necessity of the state. 

Any deviation, sometimes unintentional, has to be 
corrected by persuasion, suggestion, or any form of 
social punishment. The individual, as in any society 
under social pressure, may present signs of neurotic 
reaction and, fighting more or less consciously and 
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deliberately against the unlimited state authority, 
escape into sickness. The psychiatrist, using scien- 
tific methods, has to establish a balance of forces 
between the individual and the state, thus recuper- 
ating the individual for society. But the psychiatrist 
himself, as a member of this society, cannot admit 
that the conflict is caused completely by the social 
organization. According to philosophical material- 
ism this society has solved the conflict of interests 
of the individual and society. Only the social pro- 
ductive relation and economic factors in the capital- 
istic order can be a source of personality conflict 
(Marx). The psychiatrist does not overlook the so- 
cial factor, but, since it is a generalized phenomenon 
to which all the people have to adjust successfully, 
he admits that only some of them might have prob- 
lems because of their type of nervous system, where 
the external stimuli might form disturbed condi- 
tioned reflexes by prolonged inhibitory reaction or 
by overexcitation. If the state is to carry out, suc- 
cessfully, social and philosophical education for al- 
most all the people, it remains for the psychiatrist 
to continue the work of the state by shaping per- 
sonalities. 

In what way will psychotherapy help him? It is 
generally accepted that the purpose of psychother- 
apy is to influence by means of words the state of 
mind of the patient, thus making him accept society 
and integrate himself better into it. The difference 
between the Freudian and Pavlovian psychothera- 
peutic approaches is the difference in interpretation 
of conflict. According to Teplov,'® behaviorist psy- 
chology is mechanistic because it interprets all psy- 
chological phenomena in physiological terms. Nev- 
ertheless, Watson asserts that there are subjective 
processes of human consciousness which cannot be 
studied by objective methods. Zalkind,"* in trying to 
describe Freudian psychology, defines it as oriented 
toward the past. He goes on to say: “The past is at 
war with the present and is more powerful than the 
present. The conscious is subordinated to the un- 
conscious. Man is preserved from the demands of 
society in a private little world in which he consti- 
tutes a special strategy of behavior. If the man is a 
pawn of internal elemental forces, what sort of re- 
sult will we get?” Furthermore, he asks himself, 
how can we use the Freudian conception of man 
for socialist construction? The psychiatrist cannot 
allow the patient to sustain the idea of guilt by the 
unprofitable internal conflict of his own insight. The 
psychiatrist has “to quickly take people, socially 
open and easily collectivised, and completely trans- 
form their behavior,” according to the general social 
directive. Psychotherapy will help him to reestablish 
the broken social conditioned reflexes by establish- 
ing a new verboverbal association, according to his 
type of nervous system. 

Case 1.—A young male worker, 30 years of age, 
in good health, with a healthy background, was 
politically attached to the aims of the worker class. 
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He was without training except for seven years of 
elementary school and was promoted by the gov- 
ernment after two years of political law school to 
a high social position as a judge. The tremendous 
responsibilities, with the difficult burdens of his oc- 
cupation, had completely changed the life of the 
patient. He worked between 16 and 18 hours a day 
to keep up his social duties. After dealing with diffi- 
cult justice problems, having to contend with the 
skill of lawyers, the pressure of the party, and the 
making of decisions, the patient started to present 
signs of anxiety, irritability, sweating, and precor- 
dial pressure. Over a period of two years, according 
to his complaints, he was seen at many medical 
services and was always considered as a cardiac 
neurotic. 

At the time under discussion, while dealing with 
a difficult political, economic trial involving the 
lives of some innocent people, he started to doubt 
his abilities to give a right decision. He started the 
investigation two weeks previous to this trial, but he 
could not participate in any decision. The anxiety 
increased, he could not sleep well at night, and he 
began to experience feelings of foreboding that 
something terrible would have to happen to him. 
On the night prior to the trial, the patient, while 
reading papers presenting an accusation against 
some party members trapped by inexperience, iden- 
tified with them and compared their situation with 
his, whereby he might be trapped by the lawyer. 
The patient became excited, with obsessional 
thought and hypnagogic hallucination. The patient 
was given a diagnosis of anxiety reaction, with a 
strong-unbalanced nervous system. The treatment 
was psychotherapy and sleep therapy to induce pro- 
tective inhibition. 

On looking into the patient’s history, one finds 
that the change of his life from a manual to an 
intellectual worker increased the imbalance of the 
mechanism of cortical activity by excessively in- 
creasing the process of differentiation. Accordingly, 
he was advised to change his job to a less intellec- 
tual and theoretical one. The preferred procedure, 
in this case, was to soothe the conflict between him 
and the authority of the society represented by the 
party and to strengthen the socially conditioned 
constellation of motivation through other useful 
work with less excitatory differentiation processes. 

To better understand the psychotherapeutic 
mechanism, it is necessary to again refer to the 
Pavlovian theory of motivation action. Human ac- 
tion is considered to be determined by any kind 
of status motive and directed toward a special goal. 
According to this conception all motives are derived 
from these needs, whether they are moral or mate- 
rial. The society holds all the aims in each structure, 
as well as the choice of those to whom permission 
to fulfill them might be given. The process of at- 
taining the goal (being chosen) is directed by the 
social education with its special rules, established 
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by the authority. In this condition, the action is 
determined by the conscious belief accepted by the 
society. It is a belief in the social structure of the 
state and the ability to arrive at a decision in ac- 
cordance with the personal possibility. The role of 
the psychiatrist is to weigh the potentiality of the 
nervous system to support the social burden of the 
goal. 

Case 2.—A woman, 28 years of age, was admitted 
to the hospital for a depressive reaction. The history 
indicated a normal childhood and adolescence. She 
successfully attended all the required schools and 
obtained a title as engineer. In college, she fell in 
love with an officer in the army. They were mar- 
ried, but at the end of the studies she was sent to a 
plant hundreds of miles from her home. As a matter 
of fact, not only was her marital life broken but 
even the love became doubtful. Under the new con- 
dition, she started to feel isolated and alone, at 
times presenting a spell of sadness. Her work, in her 
opinion, was not efficient and she was warned many 
times that she was a delayer of production. The 
place and the people were completely unfriendly to 
her and, even more, she missed the comfort of her 
home city. She could not give up the job because 
she might be sued by the state as a saboteur. Grad- 
ually, she lost any interest in life and wanted to 
commit suicide. When brought into the hospital, she 
was given a diagnosis of depressive reaction, with a 
weak type of nervous system. 

The psychiatrist, by psychotherapy, worked to 
strengthen her social motivation above her personal 
and emotional needs by explaining that the conflict 
was caused by her weak nervous system and that 
the party could not trust this in any emergency. The 
social pressure was too strong to permit any devia- 
tion from the official line. Any fight to change posi- 
tion, city, or place of work is useless without official 
permission. She was taught to adjust herself to the 
need of the collectivity, to adapt to the new condi- 
tion by solving the personal problem in accordance 
with the official requirements. The patient was 


cured. 
Infancy and Childhood as Source of Neurosis 


It is surprising to observe the lack of attention 
paid by the Pavlovians to infancy and childhood as 
a nucleus of later conflict and problems of adult 
neurosis. The psychological approach is limited to 
follow strictly the general pattern of education im- 
posed by the state. The well-known conflict be- 
tween the child and its parents has to be shifted to 
an abstraction—the collective authority. The long 
series of authority figures starts with different 
nurses in nursery homes and is continued with the 
teacher in kindergarten, elementary school, profes- 
sional training, and so on, obtaining an impersonal- 
ized authority figure which helps the formation of 
the notion of symbolic authority. However, Pavlo- 
vians agree that the development of the personality 


An 
F 
|e 
= 
: 
ie 
: 
| 
oF <2 
>? 
“A 
= 
Sha 
| 
4 
| 
4 


Vol. 170, No. 14 


is influenced by the social relationship in family lite, 
education, and working collective.'* According to 
them, childhood is a period in the life of the organ- 
ism when, on the basis of the connection formed be- 
tween organism and environment during phylogene- 
sis, there is intensive building up of a structure of 
temporary connection that is acquired in the course 
of individual life.'* 

The individual at birth is under the influence of 
the environment in what he reacts to, with his 
anatomic-physiological nature and his innate in- 
terests. From the early motor and sensory activity 
of infancy, after the formation of the self-image, 
the child shifts gradually by developing his inter- 
ests to the general and social meaning of the ac- 
tivity. Development is achieved by a process of 
imitation, as an expression of the unconditioned 
reflexes, and verboverbal nervous connection, as 
referred to the second system of signals.’® 

The early collective life, with its rigid taboos 
and obligations, completely changed and modeled 
the behavior and shaped the personality, according 
to the social concept. Therefore, the claims of 
the Russian psychiatrist and psychologist Rudik '’ 
about the typical new Soviet man who puts all his 
life in the service of the society, excluding his 
personal status motives, are not surprising. Even 
if their personal motivation is not excluded, they 
have to put in time in the interest of the state. 
Generally, this is the meaning of their Stakhanov- 
ism. Zachepitsky '* agrees with the theory that 
neuroses are conditioned by psychic trauma, but 
the trauma is referred to early human social rela- 
tions which might be in the early childhood. 

The conflict could not be found in the childhood 
trauma of sexuality; the problem of the Oedipus 
complex is denied by the Russian psychiatrist as 
influencing the development of the individual, since 
the interest of the child, in that period, is directed 
toward the socialization of his needs. The solution 
of the sexual problem cannot represent a nucleus 
of the conflict, since relative sexual freedom helps 
the teen-ager to solve the problem. His interests 
and preoccupations are to cope with other domi- 
nant social needs and aims. The problem cannot 
represent a conflict for the patient if the society 
gives immediate, efficient, and harmless solutions. 
Therefore, all the efforts of the psychiatrist are 
directed to the dominant problem of the neurotic 
patient: to solve the social conflict of security. 

Because the security of childhood is continued 
by social security, accorded by the state, the nu- 
cleus of the conflict is between the individual and 
the state and not in the individual-parent relation- 
ship. The state is entitled to affection, which is 
expressed by the individual through the quality 
and quantity of work done, and the state, conse- 
quently, gives security to the individual. The psy- 
chiatrist has to rework the process of socializa- 
tion of personality in the light of the patient's 
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nervous system. In reestablishing the socially con- 
ditioned reflexes, the psychotherapist uses the re- 
sources of mental activity of the patient but not 
of his unconscious. The Russian psychiatrist does 
not accept the idea of the unconscious as it is 
understood in the West. 

This hypothesis is not accepted, but this does 
not mean, as many believe, that the Pavlovians do 
not accept the concept of forgotten repressed 
memory. They agree with the psychological ma- 
terialistic theory of the amnestic mechanism of 
the forgotten memory. The memory represents all 
the past experiences obtained through perception. 
The perception reflects the object by the mecha- 
nism of the sensation, analyzed in the sensory cor- 
tical area and synthesized into the secondary or 
perceptal area. The memory represents its storage. 
It is influenced by the attention, which is based on 
induction of the psychological process of excita- 
tion and inhibition. The mneme has an affective 
color, which either will or will not help the process 
of recollection. Participation of the mneme in for- 
mation of the personality is through the process of 
learning and education, in other words, by experi- 
ence. Therefore, it cannot constitute an element 
of unconscious conflict, since an unpleasant ex- 
perience is not forgettable as an element of con- 
flict, while a pleasant one might not be forgettable 
because of the importance of the experience to 
the patient. Repressed memories do enter in the 
formation of the stereotype reaction but cannot 
enter in the mechanism of the neurosis formation 
as a source of conflict, as long as they are for- 
gotten experiences. At the moment of their re- 
appearance as a part of the conflict, they are con- 
scious. The process of neurosis formation remains 
an imbalance between overexcitation and the weak 
inhibitory process. The imbalance contributes to 
unbalanced stereotype reaction formed as a dis- 
equilibrium between their own demands and their 
resources. In this light, the duty of the psychiatrist 
is to look through the life history of the patient 
to study the imbalance between motivation and 
resource reality as a possible cause of the conflict. 
Accordingly, for example, hysteria is regarded as a 
condition which might appear in children for whom 
the environment has acted as a factor of too much 
excitation on the nervous system, regardless of 
whether their response is negative or positive. 

Case 3.—The patient, a 27-year-old man with a 
bachelor’s degree who had obtained a position as 
an employee in a plant, came to the hospital for 
paralysis of the right arm which appeared in the 
morning while going to work. The social history 
showed a cranky child who always did things in 
his own way and was very upset when he could 
not get what he wanted. In school he was an aver- 
age student, obtaining many good marks fraudu- 
lently. He remembered an incident at the age of 
15 when he fainted when he could not do a diffi- 
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cult task. Then he received attention and care 
which gave him a pleasant feeling. As a matter 
of fact, he repeated the same pattern of reaction 
whenever he could not solve his problems. (For 
instance, he fainted many times after he could not 
pass the examination to enter a university and was 
obliged to face life by working as an employee. ) 
The conflict increased because his family always 
wanted him to have a brilliant career. The solu- 
tion of the conflict was always found in his day- 
dreaming. Going into the army, he had a hard 
time and spent a long time in the hospital for 
various sicknesses, more or less real. After the 
termination of his military service, he held various 
jobs until the last one. The unpleasant condition 
of the job appeared clear from his presentation. 
According to the law, he could not resign, and 
his hate against the job increased day by day. On 
the morning previous to the paralysis accident 
he had a conflict with his superior. He could not 
obtain a leave. The next morning he presented a 
paralysis of the arm, developed during the night. 

The psychiatrist directed his work to recon- 
structing the personality according to the patient's 
real responsibilities in the social organization. His 
life was analyzed, point by point, showing him 
his inadequacy to cope with the situation of being 
promoted to a better position. The paralysis was 
treated as a syndrome with a short course, and 
healing was suggested as obligatory. Social moti- 


vation was emphasized in supporting the resolu- 
tion of the conflict. 


Comment 


In conclusion, the psychotherapeutic work of the 
psychiatrist is to strengthen the social pattern 
established by the society and to look on the pa- 
tient as an integral whole with a functional rela- 
tion to the external factor activity. For the psy- 
chiatrist, the environment requires a_ particular 
dynamic character because the individual is in 
society which puts its seal on his development. 

The psychiatrist and the patient, as products of 
the same society, have no other choice. The psy- 
chiatrist has to have a determined position in rela- 
tion to pseudo-scientific manifestations of other 
ideologies. Even neutrality in the war against the 
other theory (Freud) is as contemptible and im- 
possible as a tendency to compromise with it. A 
new orientation based on a nonmaterialistic philo- 
sophical doctrine means a mistake in science, and 
such a mistake is a political error. 

This doctrine has to be satisfactory to the Pav- 
lovians because it gives them the explanation of 
the creative processes which, according to Boico, 
are explained on the hypothesis of interaction of 
conditioned reflexes, a process that occurs par- 
tially as a result of spatial coincidences of excita- 
tion in the cerebral cortex cell. Different systems 
of connection function simultaneously and redis- 
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tribute the nervous impulses entering the brain by 
forming, at a new qualitative level, the mental 


process.*° 


Summary 


According to the Pavlovians, mental activity is a 
result of the function of the brain and is deter- 
mined by the person’s existence. Since it is medi- 
ated by the physiological mechanism, it has to be 
studied with the same materialistic methods, con- 
ceptualized by Pavlov. Since it is determined by 
the existence, it is influenced by the external world— 
society. 

The psychotherapeutic approach has to be physi- 
ological and materialistic, philosophical and dia- 
lectical. It has to reestablish and reconstruct the 
broken socially conditioned reflexes by verboverbal 
associations to a certain type of nervous system. 
Any other approach, based on any nonmaterialistic 
philosophical, dialectical, and non-Pavlovian con- 
cept, is a scientific error. 

81-01 Baxter Ave., New York 13. 
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Four years ago attention was called ' to the per- 
manent deafness that may occur after administra- 
tion of comparatively small doses of dihydrostrep- 
tomycin. Unfortunately, cases of irreversible hearing 
loss attributable to this antibiotic are continuing 
to occur, usually without the knowledge of the 
prescribing physician, because of the latent period 
of from several weeks to as long as six months 
between the administration of the drug and the 
onset of the hearing loss. This latent period is 
unique for dihydrostreptomycin. Other known 
ototoxic drugs, including quinine, streptomycin, 
neomycin sulfate, and kanamycin, produce an im- 
pairment of inner ear function usually immediately 
during or shortly after the time of administration. 

The ototoxicity and the unique latent period be- 
fore the onset of ear symptoms were first pointed 
out for dihydrostreptomycin in 1951 by Glorig,’ 
who found that approximately one-third of a group 
of tuberculosis patients who received dihydrostrep- 
tomycin in doses of 2 to 7 Gm. weekly over a period 
of several weeks subsequently developed a hearing 
loss that began in some cases as late as five months 
after the medicament had been given. 

Because of the known toxic effects of streptomy- 
cin on the vestibular function and the toxic effects 
of dihydrostreptomycin on the cochlear function, it 
was thought that by combining streptomycin and 
dihydrostreptomycin in equal parts the total dos- 
age of each would be reduced and the undesirable 
vestibular and auditory toxic reactions would be 
eliminated.* What was first thought to be a logical 


Cases of irreversible hearing loss attribut- 
able to dihydrostreptomycin are continuing 
to occur, usually without the knowledge of 
the prescribing physician, because of the 
latent period of from several weeks to as 
long as six months between administration 
of the drug and onset of the hearing loss. 
There is no known effective treatment for 
this type of nerve deafness. In view of the 
ototoxicity of dihydrostreptomycin and, in 
particular, in view of the unique latent 
period, this antibiotic should be omitted from 
commercial combinations of antibiotics or, 
if it is included, its presence should be clear- 
ly indicated in the name. 


therapeutic improvement has actually turned out to 
be an added danger, particularly when drug com- 
panies market multiple combinations of antibiotics 
combining penicillin, dihydrostreptomycin, and 
streptomycin under names that do not clearly in- 
dicate the presence of dihydrostreptomycin. In 
some cases injections of such combinations have 
been given not for severe infections as lifesaving 
measures but prophylactically in uninfected surgi- 
cal patients or for mild common infections, and 
their administration has resulted in irreversible 
nerve deafness. 
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We have observed 32 cases of permanent hearing 
loss after the use of dihydrostreptomycin since the 
first report four years ago (see table). Additional 
cases of permanent hearing impairment, probably 
the results of administration of this drug but in 
which the total dosage or the exact preparation 
used was not known, have been encountered but 
are not included in this report. Cases 1-6 are from 
the office of Drs. H. House, W. House, and Hild- 
yard; case 7 is from Dr. Schuknecht; cases 8-10 are 
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injection of the antibiotics hearing loss was noted. 
The patient’s hearing declined rapidly within the 
course of several days and then stabilized at the 
level shown in figure 1. 

Case 19.—A woman, aged 39, had apparently 
normal hearing and received 16 doses of Strocillin 
(penicillin and dihydrostreptomycin) over an eight- 
day period after a hysterectomy. The total dosage 
of dihydrostreptomycin was 8 Gm. Tinnitus began 
12 weeks afterward, and hearing loss was noted 


Summary of Thirty-two Cases of Dihydrostreptomycin Deafness 


Commercial Preparation 


Time Before Onset 
of Hearing Loss 
After Drug Was 


Average Loss 


Total 
for 


Dose, or Speec 
Administered Reason Gm. Given, Mo. Frequencies, Db. 


Dihydrostreptomycin 
Dihydrostreptomycin 
Dihydrostreptomycin 
Dihydrostreptomycin 
Combiotie 


Penicillin, 
Dihydrostreptomycin 


Dierysticin 
Combiotie 
Dihydrostreptomycin 


Diecrysticin 

Neomycin, 
streptomycin- 
dihydrostreptomycin 


Districillin 
Dihydrostreptomycin 
Combiotie 


Streptomycin-dihydro- 
streptomycin 


Dierysticin 


Streptomycin-dibydro- 
streptomycin 


Combiotie 
Strocillin 
Durycin 


Streptomycin-dihydro- 
streptomycin 
Combiotie 


Strocillin 
Dihydrostreptomycin 


Dihydrostreptomycin 
Dibhydrostreptomycin 


Dibydrostreptomycin 
Dierysticin 


Dihydrostreptomycin 


Streptomycin-dihydro- 
streptomycin 


Dihydrostreptomycin 


Cystitis 
Influenza 
Tuberculosis 
Tuberculosis 
Influenza 
Influenza 


Tuberculosis 

Cold 

Pleural effusion (smear 
positive for acid-fast 
bacteria) 


Bronchial asthma 
Nephritis 


Panhysterectomy 
Furuncles 


Upper respiratory 
infeetion 


Eye infection 


After appendectomy 
Urinary infection 


After hysterectomy 
After hysterectomy 
Pneumonia 


Meningitis, pulmonary 
tuberculosis 


After appendectomy 


Urinary infection 


Pneumonia, 
pneumonectomy 


Mononucleosis 
‘Tuberculosis 


Sinusitis 


Bladder infection 
Hernia, pneumonia 
After appendectomy 


Encephalitis 
Dry socket 


5 
3 
60 
60 
15 


7 injections 


2 days 

2 

During treatment 
3 

3 
1% 
8 
Immediately 


2 (after last 
injection) 


Several 
3 


4% 


1 


% 

3 

4 
Indefinite 


5 
‘Time of therapy 


4 
6 


Few days 


% 


52, bilaterally 
40, bilaterally 
28, bilaterally 
33, bilaterally 
35, bilaterally 


80, right ear; 
68, left ear 


50, bilaterally 
35, bilaterally 
15, bilaterally 


28, bilaterally 
30, bilaterally 


25, bilaterally 
42, bilaterally 
50, bilaterally 


30, bilaterally 


30, bilaterally 
40, bilaterally 


57, bilaterally 
37, bilaterally 
50, right ear; 
55, left ear 
Total deafness 


48, right ear; 
60, left ear 

30, bilaterally 
&5, bilaterally 


20, bilaterally 


88, right ear; 
95, left ear 


60, right ear; 
65, left ear 


50, bilaterally 
40, bilaterally 
55, bilaterally 


30, bilaterally 
32, bilaterally 


from Dr. Shea; and the remaining cases were ob- 
served in the office practice of Drs. Shambaugh, 
Derlacki, and Harrison. 


Report of Representative Cases 


Case 18.-A woman, aged 45, with apparently 
normal hearing, was given eight doses of Com- 
biotic (penicillin and dihydrostreptomycin) over 
four days as prophylactic therapy after an unevent- 
ful hysterectomy. The total dosage of dihydrostrep- 
tomycin was 4 Gm. Three weeks after the last 


four months after the last dose. This patient was a 
telephone operator and became considerably dis- 
abled and depressed over her loss in hearing (fig. 1). 

Case 28.—A man, 57 years of age, had cystitis and 
apparently normal hearing when he received over 
a two-week period Dicrysticin (procaine penicillin 
G, buffered crystalline sodium penicillin G, strep- 
tomycin, and dihydrostreptomycin) containing a 
total of 14 Gm. of dihydrostreptomycin. Hearing 
loss was noted within three months and became 
stable at the level shown in fig. 2. 
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streptomycin, were given not as lifesaving measures, 
but prophylactically in uninfected surgical patients 
or for mild, self-limiting infections such as influenza. 
The prescribing physician usually had not the re- 
motest idea of the eventual disastrous results. 


Case 12.—A man, aged 41, suffering from furun- 
culosis, had apparently normal hearing. He re- 
ceived four injections of dihydrostreptomycin, total- 
ing 2 Gm., and noted hearing loss four weeks later 


(fig. 2). y 


128 256 1024 1024 2048 4096 8192 


2048 4096 8192 64 128 256 512 


Fig. 1.—Results of hearing tests by air-conduction audicgrams in cases 18 and 19. Left, case 18, audiogram showing loss 
for speech frequencies 512, 1,024, and 2,048 between 45 and 65 db. in both ears (right ear, circles; left ear, crosses), onset 
three weeks after receiving 4 Gm. of dihydrostreptomycin over four days. Discrimination score in right ear was 8% and in 
left ear, 18%. Right, case 19, audiogram showing loss for high frequencies greatest at 4,096 with discrimination score in right 
ear of 48% and in left ear of 72%, onset four months after receiving 8 Gm. of dihydrostreptomycin over eight days. (For good 
use of hearing aid discrimination score should be 90 to 100%. Score of less than 50% indicates great difficulty in understand- 
ing speech with or without hearing aid; score as low as 18% indicates that it is almost impossible for patient to understand 


speech by any means.) 


Comment 


Due to the latent period that frequently occurs 
between the administration of this antibiotic and 
the onset of the irreversible hearing impairment, 
dihydrostreptomycin is a particularly treacherous 


64 128 256 512 1024 2048 4096 


8192 64 128 256 512 1024 


The typical hearing loss was one of high-fre- 
quency impairment, involving the lower frequen- 
cies to a lesser degree and varying with the dosage 
and the individual susceptibility. In many cases a 
mild or moderate hearing loss in the pure tone 


2048 4096 8192 


Fig. 2.—Results of air-conduction audiograms in cases 28 and 13. Left, case 28, showing loss of 35 to 70 db. for speech fre- 
quencies of 512, 1,024 and 2,048 in both ears, onset three months after administration of 14 Gm. of dihydrostreptomycin over 
14 days. Discrimination score in right ear was 78% and in left ap fe Right, case 13, audiogram showing loss of 35 to 50 db. 


in both ears, onset four weeks after administration of 2 Gm. of di 


right ear 74%, left ear 76%. 


ototoxic drug. The small total doses of dihydro- 
streptomycin, 2 or 3 Gm., which effected permanent 
irreversible hearing loss in some of the patients ob- 
served (see cases 2, 5, 14, 22, and 29 in table), are 
noteworthy. In some cases the injections of the anti- 
biotic, usually in combination with penicillin and 


ydrostreptomycin over four days. Discrimination score in 


audiogram was accompanied by a disproportionate 
impairment of speech discrimination, so that the 
patient’s ability to understand speech was more 
impaired than the pure ‘tone loss would indicate 
and seriously affected or even prevented effective 
use of a hearing aid (fig. 1). 


| q 
64 
4 4 
100 
| 
| 
e 
€ 


108/1660 


Such commercial preparations as Bicillimycin, Cil- 
limycin, Combiotic, Crysdimycin, Dicrysticin, Dihy- 
drocillin, Distrycillin, Durycin, SRD, and Strocillin® 
are mixtures containing dihydrostreptomycin, usual- 
ly in combination with penicillin and streptomycin. 
All of these have been followed by permanent 
hearing loss in cases that we have observed. 

There is no known effective treatment for this 
type of irreversible nerve deafness. The most that 
can be done for these patients is to make extensive 
trials with amplification of sound through hearing 
aids and instruction in lip reading to fill in the gaps 
missed by audition. 

Because of its known ototoxicity, neomycin is 
now recommended for nonparenteral use except as 
a lifesaving measure. Kanamycin may soon be sim- 


*Bicillimycin: 600,000 units of procaine penicillin G, 
300,000 of potassium penicillin G, 0.25 Gm. of streptomycin, 
and 0.25 Gm. of dihydrostreptomycin; Cillimycin: 300,000 
units of penicillin G, 100,000 of crystalline penicillin G, 
0.25 Gm. of streptomycin, and 0.25 Gm. of dihydrostrepto- 
mycin; Combiotic: 400,000 units of penicillin and 0.5 to 1.0 
Gm. of dihydrostreptomycin; Crysdimycin: 600,000 units of 
procaine penicillin G, 0.5 Gm. of streptomycin, and 0.5 Gm. 
of dihydrostreptomycin; Dicrysticin: 300,000 units of pro- 
caine penicillin G, 100,000 of buffered crystalline sodium 
penicillin G, 0.25 Gm. of streptomycin, and 0.25 Gm. of 
dihydrostreptomycin; Dicrysticin Fortis: 300,000 units of 
procaine penicillin G, 100,000 of buffered crystalline sodium 
penicillin G, 0.5 Gm. of streptomycin, and 0.5 Gm. of di- 
hydrostreptomycin; Dihydrocillin: 300,000 units of procaine 
penicillin G, 100,000 of crystalline penicillin G, and 1 Gm. 
of dihydrostreptomycin; Distrycillin: 400,000 units of pro- 
caine penicillin G, 0.25 Gm. of streptomycin, and 0.25 Gm. 
of dihydrostreptomycin; Durycin: 400,000 units of procaine 
penicillin G and 0.5 Gm. of dihydrostreptomycin; SRD: 
400,000 units of penicillin G and 0.25 Gm. or 0.5 Gm. of 
streptomycin and dihydrostreptomycin; Strocillin: 400,000 
units of penicillin and 0.5 Gm. of dihydrestreptomycin. 
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ilarly restricted. In view of the less well-known 
ototoxicity of dihydrostreptomycin and, in particu- 
lar, in view of the unique latent period before the 
onset of deafness, this antibiotic should be omitted 
from commercial combinations of antibiotics, or if 
included its presence should be clearly indicated in 
the name. 

Since streptomycin is as effective as dihydrostrep- 
tomycin for gram-negative and acid-fast infections,‘ 
and since toxic reactions from streptomycin occur 
immediately and are more easily recognized and 
less permanently disabling, there seems to be little 
reason to use the more dangerous drug. 


55 E. Washington St. (2) (Dr. Shambaugh). 


This report was sponsored by the Committee on Conser- 
vation of Hearing of the American Academy of Ophthal- 
mology and Otolaryngology. 
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child is defined as one having one or more allergic parents or siblings. . . . Re- 


Prats THE POTENTIALLY ALLERGIC CHILD.—A potentially allergic 


cent surveys show that in some instances as much as 25% of the pediatrician’s 


time is spent in dealing with allergic children. Some of this increase is due to im- 
proved diagnostic awareness of allergy on the part of doctors but it is also due, among 
other things, to the marked decrease in breast feeding by our modern mothers. . . . 
Seven times more infants develop atopic dermatitis from cow’s milk than breast milk 


and 80% of these infants later develop respiratory allergies. . . . There is active 
sensitization in utero. . . . Because the human placenta is permeable to the passage 
of undigested food antigen, large quantities of a highly allergenic food eaten in the 
last trimester may give rise to active sensitization of the fetus. The infant may then 
manifest symptoms on first ingesting that food. . . . The first step in the program of 
prevention starts with the mother during the last trimester. The mother should be 
allowed no egg or chocolate and one pint of cooked milk a day. . . . Vitamin D and 
calcium are given as supplemental therapy. The mother is to practise a diversified 
feeding program, particularly of sensitizing foods, by eating small amounts of a 
variety of foods. Food cravings should not be satisfied. Food excesses 
tend to increase allergic manifestations. Excessive eating of seasonal foods produces 
some of our most severe reactions. Some of these coincide with our holidays, such as 
eggs at Easter and nuts at Christmas.—J. E. Stroh, M.D., and J. W. Georges, M.D., 
British Columbia Medical Journal, March, 1959. 


i 
q 
ave 
|: 
| 
if 
| 
: 
at 
; 
| 
rea 


Vol. 170, No. 14 


109/1661 


CLINICAL NOTES 


RESERPINE-INDUCED GASTROINTESTINAL HEMORRHAGE 
Donald A. Duncan, M.D. 


and 


William Fleeson, M.D., Minneapolis 


It is well recognized that reserpine, the crystal- 
line alkaloid of Rauwolfia serpentina, can produce 
such undesirable effects as mental depression or 
Parkinsonism. An equally severe, but less well 
known, complication is acute upper gastrointestinal 
hemorrhage. Some patients in whom this has oc- 
curred have had a previous ulcer history,’ whereas 
others have not.’ Hollister * reports hematemesis 
in a patient given 25 mg. of reserpine intramuscu- 
larly and 9 mg. orally over a five-day period. There 
had been no history suggesting peptic ulcer, and 
x-ray studies revealed only a hiatal hernia and en- 
larged rugae, no ulceration. 

Lesser amounts for longer periods can produce 
the same results. Gailitis and co-workers *” describe 
three cases of acute gastrointestinal bleeding re- 
sulting from administration of 0.5 to 1.0 mg. of 
reserpine per day for 6 to 24 months in patients 
without any previous gastrointestinal disturbance. 
“Barium swallow” in two cases showed no pathol- 
ogy, but autopsy in the third disclosed acute 
hemorrhagic gastritis. The development of a duo- 
denal ulcer the first time reserpine therapy is given 
is also well documented.* The present case is 
reported in order to emphasize the rapidity with 
which reserpine can produce gastrointestinal 
bieeeling. Report of a Case 

A 59-year-old man was admitted to the Univer- 
sity of Minnesota Hospitals for the first time on Feb. 
20, 1959, for hereditary chronic progressive chorea 
with mental deterioration (Huntington’s chorea) of 
five to six years’ duration. His only other illness of 
significance was an episode of biliary colic in 1953 
associated with a nonfunctioning gallbladder seen 
on x-ray. There was no suggestion of gastric or duo- 
denal pathology. 

Physical examination revealed a well-developed 
man with generalized choreiform movements, obvi- 
ous mental deterioration, and hyperactive deep 
tendon reflexes. The blood pressure was 160/95 
mm. Hg and the pulse rate 100 per minute. Labora- 
tory studies showed a hemoglobin level of 16.7 Gm. 
per 100 ml. with normal urinalysis findings and 
white blood cell count. 

In order to decrease the involuntary movements, 
treatment with reserpine was begun according to 
the schedule outlined by Lazarte and co-workers.‘ 


From the departments of medicine and psychiatry, University of 
Minnesota Medical Center. 


On Feb. 23 the patient received 5 mg. of reserpine 
intravenously at 3:30 p. m. and 2 mg. orally at 10 
p. m. At 5 o'clock the next morning he awoke with 
epigastric pains and during the next three hours 
vomited 500 to 600 ml. of material containing large 
amounts of fresh and altered blood. The pulse rate 
stabilized at 100 per minute, and the lowest blood 
pressure recorded was 130/65 mm. Hg. The reser- 
pine therapy was discontinued, and gastric suction 
and intravenous administration of fluids and 1 unit 
of whole blood were started. Throughout the day a 
marked cutaneous flushing and a generalized un- 
controllable shivering were noted. The entire abdo- 
men, especially the epigastrium, was painful and 
tender to palpation, and the intestinal sounds were 
normal to hyperactive. Thirty-four hours after the 
initial vomiting, coffee-ground material could still 
be aspirated but milk feedings were now tolerated. 

On Feb. 27 an upper gastrointestinal series re- 
vealed only a small hiatal hernia; no ulceration could 
be seen. Further laboratory studies showed a normal 
bleeding time, Lee-White clotting time, platelet 
count, and clot retraction. The prothrombin time 
was 16.6 seconds as compared to a control of 14.1. 
The blood urea nitrogen level was 23 mg. per 100 
ml., and liver function tests showed a total serum 
bilirubin level of 0.5 mg. per 100 ml., negative 
cephalin-cholesterol findings, thymol turbidity of 4 
units, and sulfobromophthalein ( Bromsulfalein ) re- 
tention of 10% in 45 minutes. Several days later a 
repeat sulfobromophthalein test showed a reten- 
tion of 8% and the blood urea nitrogen level had 
fallen to 18 mg. per 100 ml. 

The patient was placed on a bland diet and did 
well with no evidence of further bleeding. On 
March 11 the hemoglobin level was 16 Gm. per 
100 ml. and a guaiac test showed the stool to be free 
of blood. Chlorpromazine therapy appeared to de- 
crease the hyperkinesis somewhat. 


Comment 


Stimulation of gastric secretion is believed to be 
an important factor in the ability of reserpine to 
produce ulceration of the stomach and duodenal 
mucosa. In man it was found that 1 mg. of reserpine 
given intravenously produced a marked hyperchlor- 
hydria which began in 30 minutes, persisted at least 
four hours, and was the same in ulcer and nonulcer 
patients.” Rider and co-workers* demonstrated 
hyperchlorhydria with oral doses as small as 0.5 mg. 
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Studies utilizing dogs with Heidenhain’s pouches * 
or patients who have had vagotomy or vagotomy 
and sympathectomy suggest that reserpine in- 
creases gastric secretion by a peripheral action on 
the parasympathetic ganglions located in the wall 
of the stomach. A direct action on the parietal cells 
cannot be excluded. Kirsner," in his review of the 
subject, cites evidence that neither adrenocortical 
steroids nor serotonin appear to play a role. 
Whether histamine is a factor is undecided. 

Khirwadkar® claims to have demonstrated a 
striking prolongation of the clotting time by reser- 
pine, both in vivo and in vitro. On the other hand, 
Haverback and co-workers '’ found no significant 
alteration of the bleeding time, blood-coagulation 
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A case of acute upper gastrointestinal hemorrhage 
occurred within 24 hours of initiation of therapy 
with reserpine. The amount that the patient re- 
ceived was relatively large—5 mg. intravenously and 
2 mg. orally. 
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OOTBALL INJURIES.—From 1947 through 1957, slightly more than 2000 in- 

juries were observed among members of the football squad at Ohio State 

University. A series of 2000 injuries seems impressively large until we find that 
only 1 out of 3 was severe enough to cause the player to miss practice, and only | 
out of 80 required surgical correction. The surgical correction consisted primarily of 
suturing of lacerations, care of simple fractures, and splinting and casting of injured 
ligaments. Only a few major surgical procedures were required. . . . The time the 
members of the squad lost from school because of injuries was approximately equal 
to the time lost because of other illnesses. Similarly, the number of days spent in the 
hospital because of injury was approximately equal to, but somewhat less than, the 
number of days spent in the hospital because of illness. . . . In the 10 year period, 20 
men were considered unfit to participate in football because of injuries, and 10 men 
were considered unfit for football because of medical reasons unrelated to injury. 
Of the 20 men ruled out of football because of injury, 8 had repeated minor head 
trauma and 6 had knee injury. . . . Minor head injuries are fairly common in football. 
Early return to play after a head injury often is followed by a repeated head 
injury. . . . Any head-injured player with prolonged unconsciousness or prolonged 
sequela or with any physical sign is hospitalized immediately for the usual observa- 
tion and treatment. This type of head injury is rare in this 10 year experience. Only 
a few players have been hospitalized because of head injury, and only one had x-ray 
evidence of fracture. . . . The other potentially serious problem in football injuries is 
injury to the cervical spine. This occurs with the neck in flexion. It is extremely 
important that athletes be trained and conditioned to avoid flexion of the neck or 
ducking of the head while blocking, tackling or running.—R. Patton, M.D., Football 
Injuries in a “Big 10” University, Postgraduate Medicine, June, 1959. 
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CHOLESTASIS DUE TO PROCHLORPERAZINE 


Albert Weinstein, M.D., Ben J. Alper, M.D., Nashville, Tenn. 


James R. Dade, M.D., Hopkinsville, Ky. 


During the past few years, jaundice has been 
reported rather frequently as a complication of 
several drugs of recent innovation, particularly 
those of the tranquilizer group. The clinical picture 
has been rather characteristic. The patient, when 
placed on therapy with the agent, in about 14 days 
develops fever, nausea, abdominal pain, muscle 
ache, and jaundice, in association with dark urine 
and light stools. The jaundice is usually gone within 
a few weeks but may continue for several months. 
Complete recovery is observed in most cases, but 
fatal agranulocytosis may occur. No particular treat- 
ment is indicated. 

The laboratory data are those of an intrahepatic 
type of obstructive jaundice. The bilirubin level, 
particularly the direct fraction, is elevated, as are 
the alkaline phosphatase and cholesterol levels. 
There are no evidences of hepatocellular damage; 
cephalin flocculation is negative; and thymol tur- 
bidity, total serum protein level, and prothrombin 
time are all normal. The urine and stools contain 
both bile and urobilinogen. The histological pic- 
ture in the liver is that of extrahepatic obstruction 
with bile stasis in the intracanalicular ducts, with 
periportal inflammatory cell infiltration in associa- 
tion with preservation of the normal lobular struc- 
ture and with no evidence of hepatocellular dam- 
age or regeneration. 

Although chlorpromazine is the chief offender 
among the tranquilizer drugs, arsphenamine, dini- 
trophenol, cinchophen, aurothioglucose, methyltes- 
tosterone, norethandrolone (Nilevar), thiouracil, 
para-aminosalicylic acid, sulfadiazine, and methi- 
mazole, also have been offenders.’ 

The result of a questionnaire * sent to 67 psychia- 
trists and mental hospitals is of interest. This in- 
quiry on the occurrence of jaundice as a complica- 
tion of the use of tranquilizing drugs indicated 
that among the 45 completed questionnaires 87 
cases of jaundice had been reported. Available 
data indicate that 70 cases of chlorpromazine jaun- 
dice have occurred in about 15,000 patients treated. 
The sampled opinion suggested that the incidence 
of this complication was diminishing, perhaps as 
the result of greater caution in use of these drugs 
since it was first reported. In this inquiry three 
other phenothiazine derivatives were mentioned as 
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offenders, namely, promazine (Sparine) hydro- 
chloride, mepazine (Pacatal), and prochlorpera- 
zine (Compazine )—the latter in one instance only. 
There is, in the literature, only one actual repert of 
jaundice as a complication of the use of prochlor- 
perazine.” We now report another well-studied in- 
cidence of cholestasis following the use of this 
drug. This may help create an awareness of the 
possibility of cholestasis resulting from the use of 
this particular “tranquilizer.” We wish to stress also 
the prognostic importance of fecal urobilinogen de- 
terminations during the course of this disorder. 


Report of a Case 


A woman, 49 years of age, was seen by one of 
us (J. R. D.) on Jan. 13, 1959. Results of the phys- 
ical examination were negative. A history of recent 
nervous tension was elicited, and prochlorperazine, 
5 mg., was given four times a day. This was the 
only medication received. After three weeks on this 
regimen she noted the onset of nausea, anorexia, 
and the development of a generalized pruritus. 
Her urine was observed to be very dark. She sus- 
pected there might be a relation between her med- 
ication and these symptoms, and she ceased taking 
prochlorperazine. A week later she had jaundice. 
At this time the direct bilirubin level was 4.75 mg. 
per 100 cc., and the indirect 1.47 mg. per 100 cc. 

On admission to the Vanderbilt Hospital her 
jaundice was marked. There were no spider-type 
angiomas. The liver was just palpable, smooth, and 
moderately tender. The spleen was not palpable. 
There were no dilated veins over the abdominal 
wall, and no ascites. Results of the pelvic exami- 
nation were negative. The thyroid was not pal- 
pable; no tumors were felt in either breast; the 
heart and lungs were normal. 

The laboratory data were as follows: Urinalysis 
showed a pH of 5.5, a specific gravity of 1.025, 
occasional white blood cells, and was positive for 
bile and urobilinogen. The hematocrit was 44%; 
the white blood cell count was 7,775 per cubic 
millimeter, with differential count of 75% segmented 
forms. The sedimentation rate was 35 mm. per hour 
(Wintrobe) and the total eosinophil count 137 
per cubic millimeter. The blood smear revealed 
normal numbers of red and white blood cells and 
platelets. The bleeding time was six minutes, the 
clotting time five minutes, and the clot retraction 
time two hours. The tourniquet test produced no 
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petechiae. Transaminase (serum) was 75 units. 
The nonprotein nitrogen level was 33 mg. per 100 
ce., the blood sugar level 112 mg. per 100 cc., the 
serum protein level 6.7 Gm. per 100 cc., the al- 
bumin level 2.6 Gm. per 100 cc., the globulin 
level 2.6 Gm. per 100 cc., and alkaline phosphatase 
7.1 Bodansky units. Cephalin flocculation was 
negative and thymol turbidity, 1 unit. The pro- 
thrombin time was 100% and the serum bilirubin 
level 1.9 mg. per 100 cc., direct, and 1.4 mg. per 
100 cc., indirect. The cholesterol level was 350 mg. 
per 100 cc., and sulfobromophthalein (Bromsulfa- 
lein) retention 37%. The stools were negative for 
blood, and urobilinogen was 260 Ehrlich units per 
100 Gm. Heterophil agglutinations were negative. 
Values for the fragility test were as follows: initial 
hemolysis 0.33% NaCl, and complete hemolysis 
(0.30% NaCl. Chest x-ray, gallbladder series, gastro- 
intestinal series, and electrocardiogram were all 
normal. 


Liver aspiration biopsy, showing normal hepatocellular 
structure and evidence of cholestasis. 


The patient was judged to have cholestasis due 
to prochlorperazine, and on March 4th a liver as- 
piration biopsy was performed by Dr. H. J. Shull. 
The biopsy revealed a characteristic pathological 
pattern of stasis in the biliary canaliculi without 
evidence of hepatocellular damage (see figure). 


CHOLESTASIS—WEINSTEIN ET AL. 


J.A.M.A., Aug. 1, 1959 


Her improvement was progressive, and the jaun- 
dice subsided promptly, as indicated in the table. 
It was of considerable interest that the decrease 
in the bilirubin content of the serum was preceded 
by an observed increase in the quantitative fecal 


Serum Bilirubin and Quantitative Fecal Levels 
Observed During Course of Treatment 


Serum Bilirubin 

Mg. per 100 Ce. Feeal Urobilinogen, 
— Ehrlich Units 
Direct Indirect per 100 Gm. 


1.47 


tx 


= 


urobilinogen to 925 Ehrlich units per 100 Gm. 
This is confirmatory evidence of the mechanism 
for clearing the retained bilirubin, namely, by a 
mechanical overcoming of the cholestasis with dis- 
charge of the retained bilirubin into the biliary 
tract and consequently into the lumen of the in- 
testine. There was never any indication of a hemo- 
lytic process. 
Summary 

A patient developed classic cholestasis while 
taking prochlorperazine (Compazine). The patho- 
logical diagnosis was established by a liver aspira- 
tion biopsy. The following points are significant: 
1. This is the second reported incidence of this 
complication in association with the use of this 
particular drug. 2. Chloroperazine must be used 
with the same care and caution given chlorproma- 
zine and other similar chemical agents. 3. The 
mechanism of clearing of the jaundice is related to 
a mechanical discharge of the retained bilirubin 
into the biliary tract and the intestinal lumen. This 
may be measured by quantitative fecal urobilino- 
gen determinations. 4. Daily quantitative fecal uro- 
bilinogen studies are a useful method of following 
the progress of the cholestasis and help predict the 
course of the disease. 


1211 21st Ave. S. (12) (Dr. Weinstein). 
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DUE TO BRUCELLOSIS 


Simon J. Ramah, M.D., Bernhard Chomet, M.D., James McLean, M.D. 


Catherine Lemke, M.S., Chicago 


Brucellosis has long been known to involve the 
lungs in varied forms. Haden and Kyger ' reviewed 
several hundred case records of brucellosis of the 
lung and reported the findings of seven cases in 
detail. The latter included pleural effusion, pneu- 
monia, hilar and bronchovascular infiltration, and 
also pulmonary granuloma. The diagnosis of pul- 
monary brucellosis was made on the basis of clin- 
ical characteristics, a positive brucellin skin test, 
and the exclusion of other disease. The causative 
agent was not recovered from any of the patients 
reported. Greer’ in 1956 surveyed 59 cases diag- 
nosed as pulmonary brucellosis. In his series the 
findings were those of perihilar and peribronchial 
infiltration, patchy pneumonia, pleural effusion, 
empyema, and single granuloma. The diagnosis of 
pulmonary brucellosis was based on the history 
and physical findings, blood cultures, and_ skin, 
agglutination, and opsonocytophagic tests. 

In 1956 Weed and co-workers* reported three 
cases of chronic localized pulmonary brucellosis. 
One of these cases had been previously reported 
in 1952.* All three cases were characterized by 
well-defined densities of the lung on roentgeno- 


graphic examination. These lesions were surgically 
removed, and each proved to be a caseous granu- 
loma from which Brucella suis was isolated by 
culture. The purpose of this paper is to report 
another case of proved chronic localized pulmonary 
brucellosis. 


Report of a Case 


The patient, a 42-year-old longshoreman, en- 
tered the West Side Veterans Administration Hos- 
pital on Nov. 20, 1957, with the complaint of pain 
in the lower part of the chest on the left side for 
the preceding four weeks. Except for a slight fever 
and malaise at the onset with a mild productive 
cough the patient had no other symptoms. At the 
time of admission the patient was afebrile and his 
pulse was 110 per minute. Physical signs of pleural 
fluid were present on the lower left side of the 
chest. The blood value determinations showed a 
hemoglobin concentration of 12 Gm. per 100 cc., 
with hematocrit 39%, and a white blood cell count 
of 18,100 per cubic millimeter, with 83% polymor- 
phonuclear leukocytes, 11% lymphocytes, and 5% 
monocytes. X-ray examination revealed a large 
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collection of fluid in the left side of the chest. Five 
hundred cubic centimeters of cloudy purulent ma- 
terial was removed, from which hemolytic strep- 
tococcus was grown. Sputum cultures also revealed 
hemolytic streptococcus. A pleural needle biopsy 
specimen was diagnosed as inflammatory tissue. 
The patient was treated with penicillin, and later 
a rib resection was performed for drainage of an 
encapsulated empyema. The patient had an excel- 
lent response and was discharged from the hos- 
pital on Jan. 29, 1958, with the drainage completely 
subsided. 


Fig. 1.—Roentgenogram made June 27, 1958, showing 
(arrow) nodular lesion of chest. 


At the time of discharge from the hospital the 
chest x-ray still revealed considerable pleural 
thickening. He was examined at intervals and in 
March, 1958, a follow-up x-ray examination re- 
vealed a circumscribed density in the lower part of 
the left lung field. In June another film revealed 
the same well-defined round opacity, about 2 cm. 
in diameter (fig. 1). The density was thought to be 
in the lower lobe just below the major fissure. As 
the surrounding pleural reaction was subsiding the 
opacity became more evident. On July 25, 1958, 
persistence of the opacity was again observed 
roentgenographically. During this period the pa- 
tient remained asymptomatic. 

On Aug. 7, 1958, the patient was readmitted to 
the hospital. Results of coccidioidin, blastomycin, 
histoplasmin, and tuberculin skin tests were nega- 
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tive. On Aug. 12, 1958, a wedge resection of the 
left lower lobe was performed with the removal 
of a firm round nodular mass. 


PULMONARY GRANULOMA—RAMAH ET AL. 


J.A.M.A., Aug. 1, 1959 


riphery granulomatous inflammation was seen with 
an occasional giant cell (fig. 3). Stains for acid-fast 
bacilli and fungi gave negative results. Bacteri- 


Fig. 2.—Cross section of resected nodule showing caseous necrosis and lamination. 


Examination of a frozen section of the specimen 
revealed a granulomatous lesion. Gross examination 
of the removed mass showed lung tissue which was 
irregular in shape with a spherical firm nodule in 
its center. The latter measured 2 by 1.8 by 1.5 cm. 
The cut surface revealed a peripheral area of 


Fig. 3.—Microscopic section PR granulomatous in- 
flammation with giant cells, and necrosis (x 300). 


anthracosis and a central area of homogeneous firm 
white tissue with lamination and suggestive foci of 


calcification (fig. 2). Microscopic examination 
showed a large zone of caseous necrosis with 
hyalinization and focal calcification. At the pe- 


ological study of the tissue showed Br. suis. Cul- 
tures for tuberculosis and fungi were negative. 
Results of Brucella agglutination tests done follow- 
ing surgery were negative on two occasions. The 
patient was discharged from the hospital on Sept. 
3, 1958. He returned to his job as a longshoreman 
and has remained in excellent health. 


Comment 


We were impressed by the peculiar course of 
the disease in this patient. Originally an empyema 
was found, apparently caused by hemolytic strep- 
tococcus. After subsidence of the original infection 
the granulomatous lesion was discovered at x-ray 
examination. It is possible that the empyema was 
superimposed on an already present granulomatous 
lesion of the lung and that both processes had no 
relationship to each other. On the other hand, it is 
also feasible that this disease may have been a 
mixed infectious process with the streptococcus 
and Br. suis being the causative agents. However, 
this could not be proved since the previous culture 
was discarded after the hemolytic streptococcus 
was isolated. Quinn and Brown” reported a case 
of bacterial endocarditis with blood cultures posi- 
tive for Br. abortus and alpha hemolytic streptococci 
(Streptococcus viridans). 

As in the other three cases previously reported 
the diagnosis of Brucella granuloma was made only 
after bacteriological examination of the surgically 
removed tissues. It is coincidental to note that in 
these cases the causative organism was also Br. suis. 

Weed and co-workers* have also emphasized 
the difficulty in establishing the diagnosis of offend- 
ing organisms in chronic pulmonary infections and 
have pointed out that the majority of these lesions 
are caused by tubercle bacilli, fungi, or Brucella 
organisms. They also emphasized the difficulties 
encountered when histological findings alone are 
used to determine microbial etiology. Not infre- 
quently the tissue reaction of brucellosis will sim- 
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ulate that of tuberculosis, and only bacteriological 
examination of the excised tissue will identify the 
causative organism. 

The finding of granulomas in other organs than 
the lung has been recorded by various investigators. 
Barrett and Rickards® found granulomas due to 
brucellosis in the liver with focal calcification. 
Weed and co-workers* found noncaseous gran- 
ulomas in the liver and hilar lymph nodes of the 
spleen in a case of brucellosis. 

The negative results of the agglutination tests in 
our patient were not necessarily disturbing. As 
Weed and co-workers * pointed out, the granuloma- 
tous lesions are well encapsulated, thus keeping the 
antigen from the general circulation. 


820 S. Damen Ave. ( Dr. Ramah) 
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COMMITTEE ON TOXICOLOGY 


The danger of suffocation presented by discarded polyethylene garment bags and plastic 
dry cleaning bags used as improvised mattress or pillow covers has been, until recently, gen- 
erally unrecognized as an accidental hazard for infants and small children. Over a year ago, 
concern was expressed in Europe over the possible danger of suffocation of small children 
who placed plastic bags over their heads while playing; however, the hazards of plastic gar- 
ment bags used as improvised mattress or pillow covers and the ominously increasing num- 
ber of accidental deaths attributed to them has only recently received widespread attention 
in the United States. 

The Committee on Toxicology became aware of the problem in January, 1959, on receipt 
of a medical society notice of four deaths from plastic bags in children in a one-week period 
in Phoenix, Ariz. As part of its environmental health activities, the Committee immediately 
forwarded notices to large metropolitan and national public health agencies. Nationwide 
attention was directed to the problem after a report in THe JourNAL. In the meantime, vari- 
ous public health groups initiated independent investigations and warnings. In particular, the 
National Safety Council undertook a survey of state health departments for accident statistics; 
local and state health departments alerted poison control activities and issued public 
warnings; the United States Public Health Service launched a nationwide epidemiologic 
investigation. 

The following paper is a status report of the progress which has been made in the evalu- 


ation of this public health problem. 


Bernarp E. Con.ey, Pa.D., Secretary. 


DANGER OF SUFFOCATION FROM PLASTIC BAGS 


A distressing number of deaths by suffocation 
have been reported since the original article in 
THe Journat (169:2021 [April 25] 1959) called 
attention to the danger of allowing small children 
to play with plastic bags. Infants and young chil- 
dren have suffocated when they became ensnared 
in thin polyethylene film such as that used by dry 
cleaners for garment bags. It has been claimed 
that an electrostatic charge, generated by friction 
from handling, causes the film to cling tightly to 
the nose and mouth. The child, enmeshed in the 
clinging film, is unable to free himself and suffo- 
cates. Tragedies have occurred while children were 
playing with the bags, usually after the bags 
have been pulled over their heads, and reportedly 


as the result of using the plastic film as a make- 
shift pillow case, mattress cover, or blanket pro- 
tector. 

Because of the recent publicity on this unrecog- 
nized hazard, various public agencies have made 
surveys to determine the seriousness of the prob- 
lem. A National Safety Council survey of 48 state 
health departments revealed 20 reported deaths 
in 10 states due to suffocation from plastic ma- 
terials from January to March, 1959. Four states 
reported a total of nine deaths during 1958. How- 
ever, for several reasons, these figures do not rep- 
resent the full extent of injury. Of the states 
responding, some reported for only a two-month 
period, some were not able to decode their records 
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for such detailed information, and, in a few in- 
stances, news reports of suffocation had not yet 
been included in the public records. The majority 
of reported deaths occurred in infants 6 months 
old or younger. In the 16 cases in which age was 
recorded, 15 deaths involved infants up to 6 
months, and 1 death occurred in a child over one- 
year-old. Further analysis of the records showed 
that plastic sheets were mentioned in seven deaths 
and plastic pillow cases in three deaths. In six 
cases in which plastic sheets were mentioned, the 
mother had used them to cover the mattress in 
the infant's crib. 

A United States Public Health Department sur- 
vey of the first six months of 1959 disclosed 61 
reported fatalities attributed to plastic bag suffo- 
cation, 80% of whom were infants. The use of 
plastic dry cleaner’s bags as waterproof sheets for 
babies’ beds was found to be the principal cause 
of death. Intensive investigation of the deaths, in- 
cluding autopsy findings, occurring in a one-month 
period, revealed suffocation to be due to mechani- 
cal causes rather than to sudden overwhelming 
infection which sometimes causes the death of 
infants. 

At the time of this report, approximately 70 
deaths attributed to plastic bag suffocation have 
been reported from official and unofficial sources. 
Ten of these were intentional deaths in adults. It 
now appears that the early estimate of 100 deaths 
for 1959 may be a conservative estimate, if the 
following remedial measures do not become effec- 
tive. 

Means for publicizing the hazard and warning 
parents about the misuse of plastic bags are being 
intensively studied by various groups including 
the American Medical Association, the National 
Institute of Drycleaning, the National Safety Coun- 
cil, the United States Public Health Service, and 
the Society of the Plastics Industry, Inc. The Amer- 
ican Medical Association and the National Safety 
Council have broadcast warnings over radio and 
television, and these stations have donated free 
time for spot announcements at various intervals. 
A national advertising campaign to educate the 
public on dangers of misusing plastic bags has 
been undertaken by the plastics industry. The 
National Institute of Drycleaning sent special no- 
tices to its 8,600 members, urging them to warn 
customers against giving plastic bags to children 
to play with. The Society of the Plastics Industry, 
Inc., has prepared an educational folder which il- 
lustrates the hazards and cautions against the 
misuse of plastic film. Various manufacturers of 
plastic garment bags are supplying warning labels 
or modifying garment bags in order to provide a 
safer product for dry cleaning establishments and 
their customers. 
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Legislators have also shown their concern. Bills 
requiring warning labels on plastic bags have been 
introduced into Congress and various state and 
local legislatures. Attempts to prohibit the use of 
plastic materials for garment bags have been de- 
feated in legislative bodies in preference to re- 
quirements for warning labels. A sense of perspec- 
tive is needed until all facts about the problem, 
including current research as to the mechanics of 
its causes, are fully evaluated. Despite current 
publicity of the hazards to children, public prefer- 
ence for plastic garment bags still prevails. 

Plastic film is a popular and useful material for 
packaging and for providing a protective covering. 
It is found in the home on a variety of household 
articles. Clothing and accessories such as sweaters, 
hats, and handbags are often sold encased in thin 
plastic bags; plastic bags are used to package 
produce, drugstore items, toys, sporting goods, and 
a number of other products; dry cleaners also use 
the plastic bags as protective covers for finished 
garments. 

Despite the sudden awareness of the potential 
danger to infants and children, the convenience 
and utility which plastic offers as a covering ma- 
terial suggests that it will continue to be used. It 
is therefore imperative that parents take the fol- 
lowing precautions: 

1. Do not give plastic bags or plastic film in 
any form to children to play with. 

2. After plastic bags and wrappers have served 
their purpose, destroy them. 

3. Do not use plastic film as slip covers for pil- 
lows and mattresses or as blanket protectors. 

Should an emergency arise from the misuse of 
plastic film, the following steps are recommended: 

1. If the child’s breathing has stopped, the im- 
mediate need is to restore breathing. If possible, 
call out a neighbor or send for help. Ask that a 
fire department inhalator squad be summoned and 
that the nearest hospital be alerted. 

2. Try to resuscitate the child, using the mouth- 
to-mouth technique recommended as the most 
effective method by the American Red Cross: 

a. Place the child on his back and extend the 

neck back. Put a towel or pillow under the 

shoulders so the head drops back. 

b. Lift the lower'jaw up to assure an open airway. 

c. Place your other hand on the stomach to pre- 

vent its overinflation. 

d, Place your mouth over the child’s mouth and 

nose and blow in. After each breath, turn your 

‘head to the side, take another breath, and blow 

in again. Repeat 12 to 20 times a minute. 

3. If the child is suffering labored breathing, is 
stunned, or has difficulty in movement, rush him 
to the nearest hospital. 
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COUNCIL ON DRUGS 


NEW AND NONOFFICIAL DRUGS 


The following descriptions of drugs are based on available evidence and do not in any case 


imply endorsement by the Council. 


Cadmium Sulfide (Capsebon).—CdS. 

Actions and Uses.—Cadmium sulfide, introduced 
in 1958, is used for the treatment of seborrheic der- 
matitis of the scalp (seborrhea capitis). Most in- 
vestigators consider it of about the same order of 
effectiveness as selenium sulfide, although some 
clinical reports indicate that selenium sulfide is 
slightly more efficacious. Thus, cadmium sulfide 
affords temporary relief of excessive oiliness, scal- 
ing, and pruritus in a large percentage of patients 
with this common dermatosis. It should not, in any 
sense, be considered a cure for the disease but, 
rather, a means of controlling the symptoms of 
seborrhea as long as it is periodically applied. 

Under ordinary conditions of use, cadmium sul- 
fide is essentially nontoxic. When instilled into the 
conjunctival sac of dogs, the drug is much less 
irritating than selenium sulfide; no instances of 
chemical keratitis or conjunctivitis have been re- 
ported after its clinical use. As with any topically 
applied agent, contact dermatitis may occasionally 
develop. However, the incidence of sensitivity re- 
actions and primary irritation to cadmium sulfide is 
quite low. The drug does not appear to be ab- 
sorbed to any appreciable extent from the intact 
skin, and there are no reports of systemic toxicity 
after its topical administration. Cadmium sulfide 
does not cause either rebound oiliness or dryness of 
the hair and, if thoroughly rinsed from the scalp, 
does not discolor white or gray hair. It is free from 
objectionable odors. 

From the standpoint of safety and cosmetic 
acceptance, cadmium sulfide appears to compare 
favorably with selenium sulfide for the management 
of seborrheic dermatitis of the scalp. 

Dosage.—Cadmium sulfide is administered topi- 
cally in the form of a 1% suspension which is ap- 
plied as a therapeutic shampoo. After wetting the 
scalp, 5 to 10 cc. of the suspension is applied by 
light massage to make a lather with which the hair 
is shampooed. After rinsing, the application is re- 
peated. The second application should remain in 
contact with the scalp for 5 to 10 minutes and the 
head then thoroughly rinsed. For severe seborrhea, 
cadmium sulfide may be used every other day or 
twice weekly until improvement is noted. There- 
after, and in milder cases, weekly applications may 
be sufficient. 

Preparations: suspension (topical) 1%. 

Pitman-Moore Company, Division of Allied Laboratories, 
Inc., cooperated by furnishing scientific data to aid in the 
evaluation of cadmium sulfide. 


H. D. Kavurz, M.D., Secretary. 


Triacetin (Enzactin, Fungacetin).—Glyceryl tri- 
acetate.—The structural formula of triacetin may 
be represented as follows: 


9 
CH2OC CHs 


9 
CH-OC CHs 

9 
CH20 C CHs 


Actions and Uses.—Triacetin is an antimycotic 
agent introduced in 1956 for the topical treatment 
of superficial fungus infections of the skin. In con- 
centrations of 0.1 to 0.25% it inhibits the growth, in 
vitro, of many of the species of Epidermophyton, 
Trichophyton, and Microsporum that commonly 
cause these infections; the more resistant Candida 
albicans is inhibited with higher concentrations. Its 
antifungal activity may be directly attributable to 
acetic acid, which is released from triacetin by a 
slow but sustained enzymatic hydrolysis by ester- 
ases. Such esterases, present in fungi themselves 
and also in human skin and serum, become inactive 
at a pH of about 4.0. Thus, the release of acid is 
self-limited and ceases when this degree of acidity 
has been produced. Attempts, in vitro, to induce 
resistance in fungi to triacetin have failed. 

Although the antifungal activity of triacetin in 
vitro is well established, its effectiveness in vivo for 
the treatment of skin diseases caused by the afore- 
mentioned organisms has been questioned. It has 
been tried in infections caused by a variety of 
fungi involving the scalp, trunk, nails, groin, and 
feet. One clinician who has used the drug ex- 
presses the view that triacetin is of absolutely no 
value in these conditions; however, others appar- 
ently feel that it is of definite benefit, although its 
superiority to other drugs remains to be estab- 
lished. As with other fungistatic agents, tinea 
unguium responds only slowly, if at all. Triacetin 
has been employed, but without benefit, in blas- 
tomycosis of the skin. Results in superficial infec- 
tions caused by C. albicans have been poor. 

Triacetin does not irritate the skin. It has been 
applied to the ear canal and the vagina without 
ill-effect. In experimental studies, triacetin instilled 
into the conjunctival sac of rabbits daily for 15 
days produced no evidence of conjunctival or cor- 
neal inflammation. Sensitization has not been re- 
ported. No effects attributable to systemic absorp- 
tion after local application have appeared. It is 
odorless and stainless. The use of triacetin should 
be limited to the topical treatment of fungus infec- 
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tions of the skin. Although it produces little irrita- 
tion, it probably should not be applied to acutely 
inflamed areas. 

Dosage.—Triacetin is applied topically in concen- 
trations of 25% or higher. Aerosols, ointments, 
powders, or solutions may be used. Methods and 
schedules of application do not differ significantly 
from those employed for other antifungal agents. 

Preparations: aerosol (topical) 25%; ointment (topical ) 
25%; powder (topical) 33%%; liquid (topical) 30%. 

Ayerst Laboratories, Division of American Home Products 
Corporation, cooperated by furnishing scientific data to aid 
in the evaluation of triacetin. 


Cyclandelate (Cyclospasmol).—3,3,5-Trimethyley- 
clohexyl mandelate——The structural formula of 
cyclandelate may be represented as follows: 


Actions and Uses.—Cyclandelate, introduced in 
1956, is an antispasmodic agent. Its action on 
smooth muscle closely resembles that of papaverine 
and may be classified as musculotropic, since there 
is assumed to be no specific biochemical antagonism 
to acetylcholine or to histamine. Spasmolytic activ- 
ity has been demonstrated in vitro on a number of 
isolated tissues, including intestine, uterus, seminal 
vesicles, and gallbladder. It has about the same 
activity as papaverine toward spasm induced by 
the barium ion and slightly greater activity than 
papaverine toward that induced by histamine. It 
is only about 1/1,300 as active as atropine, how- 
ever, in antagonizing acetylcholine-induced con- 
tractions. Cyclandelate partially suppresses the in- 
creased intestinal activity resulting from physostig- 
mine injections, which may be considered evidence 
of antispasmodic activity in vivo. Several observa- 
tions indicate that cyclandelate induces relaxation 
of vascular smooth muscle. 

Studies on experimentally induced skeletal mus- 
cle necrosis and myocardial infarction indicate that, 
during the recovery period, the damaged areas are 
more vascular in animals treated with cyclandelate 
than in untreated animals. It is not clear whether 
this is due to vascular dilatation or to neoformation 
of blood vessels. Cyclandelate has no effect on 
cholesterol-induced atherosclerosis in rabbits. Oral 
administration in animals increases bleeding time 
but does not alter coagulation time. 

In healthy human subjects, oral doses of 200 mg. 
of cyclandelate produce an increase in the digital 
sphygmic wave, total digital volume, and a slight 
but definite rise in skin temperature. The venous 
congestion test indicates an increase in flow per 
minute. Heart rate and blood pressure do not 
change appreciably. In normal subjects the effects 
of cyclandelate are detectable within 12 to 15 min- 
utes after an oral dose, reach their maximum in 
about one and one-half hours, and have subsided 
within three hours. 
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Changes in obliterative vascular disease are 
qualitatively similar, but there may be considerable 
variation in the magnitude of the response from 
one patient to another. When studied in four pa- 
tients with obliterative vascular disease who had 
been subjected to a unilateral lumbar gangliectomy, 
cyclandelate produced an increase in blood flow 
even in the denervated regions. The effects of a 
single dose in obliterative vascular disease may 
persist for four to six hours. 

Early clinical reports of the use of cyclandelate 
in the treatment of peripheral vascular disease are 
favorable. Unfortunately, however, in the ~ases 
described, the patients were often subjected to other 
therapeutic measures as well, and true control ob- 
servations were omitted. Cyclandelate is reported 
to have beneficial effects in obstructive vascular 
disease as well as in vasospastic conditions. Some 
investigators have reported better results in the 
former group of diseases than in the latter; this 
observation is difficult to explain. A varying per- 
centage of patients with peripheral arteriosclerosis, 
diabetic angioses, thromboangiitis obliterans, acute 
thrombophlebitis, erythrocyanosis, local frostbite, 
Raynaud's disease, Raynaud’s phenomenon, and 
vasospasm associated with neurological disorders 
have shown improvement after treatment with 
cyclandelate. Healing of refractory ulcers and relief 
of intermittent claudication are among the bene- 
ficial effects attributed to the drug. Results in 
acrocyanosis have been consistently poor. 

Administration of cyclandelate to laboratory ani- 
mals has produced no hematological abnormalities 
or other evidence of serious chronic toxicity. 

Side-effects associated with clinical use of cy- 
clandelate include flushing, tingling, dizziness, 
sweating, nausea, and headache. These are rela- 
tively infrequent at lower dose levels but occur in 
about one-third of the patients receiving total daily 
doses of 800 mg. or more. The sudden vasodilation, 
burning, and itching produced by nicotinic acid do 
not occur. 

Cyclandelate may be used as an adjunctive agent 
in the treatment of peripheral vascular diseases. 
Although no vasodilator drug has proved consist- 
ently beneficial in these conditions, individual pa- 
tients sometimes respond favorably. The relative 
efficacy of cyclandelate in comparison with other 
vasodilators is unknown, since there have been no 
systematic clinical investigations in which such a 
comparison was attempted. 

Dosage.—Cyclandelate is administered orally. 
The usual dose is 100 mg. four times daily. Occa- 
sional patients may require larger doses, such as 
200 mg. four times daily; in such instances annoy- 
ing side-effects may occur, but they are usually 
mild and do not necessitate cessation of treatment. 


Preparations: tablets 100 mg. 

Ives-Cameron Company, Division of American Home Prod- 
ucts Corporation, cooperated by furnishing scientific data to 
aid in the evaluation of cyclandelate. 
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Report to the Council 


The Council has authorized publication of the following report. 


Pruie L. Wurre, Sc.D., Secretary. 


EFFECT OF ALCOHOL ON THE LIVER 


Gerald Klatskin, M.D., New Haven, Conn. 


Alcohol is believed to play an important role 
in the pathogenesis of Laennec’s cirrhosis and is 
known to potentiate the hepatotoxic effects of cer- 
tain agents. Yet, paradoxically, in neither instance 
has it been established that alcohol exerts a direct 
effect on the liver. (In this report, the term alcohol 
refers to ethanol only.) The fact that alcohol has a 
caloric value of approximately 7 calories per gram 
and is capable of replacing isodynamic quantities 
of dietary carbohydrate in the support of growth ' 
suggests that, in moderate amounts, it is a food 
rather than a poison. However, this does not ex- 
clude the possibility that, in excess, alcohol has a 
deleterious effect on the liver, as is the case with 
certain other foodstuffs. Indeed, the results of re- 
cent experimental studies * are consistent with this 
interpretation. The purpose of this report is to 
review briefly the evidence implicating alcohol as 
a factor in hepatic injury. 


Relationship Between Chronic Alcoholism 
and Cirrhosis 


The relationship between chronic alcoholism and 
cirrhosis has been recognized for over a century 
and is supported by autopsy evidence, indicating 
that the incidence of cirrhosis in alcoholics is at 
least six times as high as that in nonalcoholics and 
that the death rate from cirrhosis in many areas is 
closely correlated with the per capita consumption 
of alcoholic beverages.’ Particularly impressive are 
the data showing the parallel decline in the death 
rates from chronic alcoholism and cirrhosis that 
occurred during the early years of the prohibition 
era in the United States.‘ Postmortem statistics 
probably underestimate the importance of alcohol 
as an etiological factor, since a reliable history of 
overindulgence may be difficult to obtain and often 
is omitted in clinical records and death certificates, 
particularly when cirrhosis is not the primary cause 
of death. This may account, at least in part, for the 
variable incidence of cirrhosis encountered in alco- 
holics examined post mortem, which has been re- 
ported to be as low as 1% in some series and as 
high as 25% in others. 


From the Department of Internal Medicine, Yale University School 
of Medicine. 


On the basis of a careful appraisal of the autopsy 
data available in the literature up to 1941, Jolliffe 
and Jellinek * estimated that approximately 8% of 
chronic alcoholics ultimately develop cirrhosis 
Even allowing for inaccuracies in the collection of 
these data, it is apparent that only a small fraction 
of heavy drinkers are subject to the disease. This 
suggests that there are differences in individual 
susceptibility to the effects of chronic alcoholism 
or that other associated factors play a significant 
role in the pathogenesis of cirrhosis. Although 
evidence bearing on the effects of malnutrition and 
other contributory factors is available in abundance, 
surprisingly little is known about the possible im- 
portance of differences in individual susceptibility. 
Unfortunately, the complexity of the exogenous 
factors to be considered is so great that it is not 
feasible to study this problem in man. However, it 
is noteworthy that in animal experiments, in which 
hereditary, environmental, and dietary factors are 
rigidly controlled, regimens designed to produce 
cirrhosis rarely affect all animals uniformly,’ sug- 
gesting that endogenous factors may be important 
in determining whether or not cirrhosis develops. 

Autopsy statistics on the incidence of chronic 
alcoholism in persons with cirrhosis show striking 
geographical differences.’ To cite two extremes, the 
incidence was 86% in one series reported from 
Austria and only 2.5% in another reported from 
Turkey. Similar differences have been observed in 
various parts of the United States. Considering the 
multiplicity of factors that can give rise to cirrhosis, 
such differences are to be expected and reflect vari- 
ations in the prevalence, not only of chronic alco- 
holism but also of other etiological factors in the 
populations selected for study. It is obvious, there- 
fore, that, in evaluating the importance of alcohol 
as a factor in the pathogenesis of cirrhosis, greater 
weight must be given to the frequency with which 
chronic alcoholics develop cirrhosis than to the per- 
centage of cirrhotic persons who are found to be 
alcoholic. 

Despite the impressive body of evidence linking 
cirrhosis with chronic alcoholism, occasional inves- 
tigators still question the relationship. An example 
is the relatively recent report of Voegtlin and his 
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associates ° based on a clinical and laboratory study 
of 300 chronic alcoholics “from the better classes of 
society.” Although a significant number of their 
subjects showed functional and physical abnormali- 
ties pointing to liver disease, the authors concluded 
that, while chronic alcoholism often produces he- 
patic dysfunction and fatty infiltration, it does not 
predispose a person to the development of cirrhosis. 
This interpretation was based on the erroneous 
assumption that the cirrhotic process is always 
irreversible and progressive and that the hepatic 
dysfunction it produces invariably follows a charac- 
teristic pattern, features that were not observed in 
their series. It is noteworthy that similar clinical 
investigations of alcoholics, which have included 
histological examination of liver biopsy material, 
have invariably shown a significant incidence of 
cirrhosis.” This illustrates the fallacy of drawing 
conclusions regarding hepatic morphology from 
data based solely on clinical and functional studies. 

Although the evidence cited clearly establishes 
that there is a relationship between chronic alco- 
holism and cirrhosis, it gives no indication of the 
mechanism involved. To elucidate this aspect of the 
problem, numerous attempts have been made to 
produce cirrhosis in animals by feeding them alco- 
hol. Almost without exception such experiments 
have been unsuccessful." However, it has been 
found that alcohol enhances the hepatotoxic effects 
of agents like carbon tetrachloride,’ chloroform,’° 
and phosphorus "' and increases the severity of the 
cirrhosis produced by certain deficient diets.’* Ac- 
cordingly, it has been suggested that the effect of 
alcohol on the liver is always an indirect one. Early 
investigators proposed that alcoholic beverages 
contained toxic contaminants, such as copper ** or 
phosphorus,’* or produced gastrointestinal changes 
that permitted the absorption of endogenous tox- 
ins.’ This view had to be abandoned for lack of 
supporting evidence. More recently, interest has 
shifted to the possibility that the effects of alcohol 
are secondary to a nutritional disturbance. 


Dietary Factors 


At the present time it is generally believed that 
the development of cirrhosis in chronic alcoholics 
is the direct consequence of the faulty dietary habits 
that often accompany habitual drinking. According 
to this theory an excess of alcohol, by providing a 
large number of calories and by depressing the 
appetite in other ways, leads to a reduction in the 
consumption of food, and particularly of protein, re- 
sulting in a deficiency of lipotropic substances. The 
latter comprise a group of compounds including 
choline, a constituent of phospholipid; the amino 
acid, methionine, which provides an exogenous 
source of labile methyl groups needed for the en- 
dogenous synthesis of choline; and folic acid and 
cyanocobalamin (vitamin B,2), which, in some 
species at least, are essential for the de novo synthe- 
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sis of methyl groups. A deficiency of these sub- 
stances in the diet of animals leads to fatty infiltra- 
tion of the liver, which in most species is followed 
ultimately by the development of cirrhosis.’* Re- 
cent evidence *’ indicates that the accumulation of 
fat under these circumstances may be related to a 
reduction in the rate of fatty acid oxidation. 

What connection there is between the deposition 
of fat and the ultimate development of fibrosis is 
still uncertain. It has been suggested that (1) the 
presence of fat interferes with the normal metabolic 
activities of the hepatic cell, leading ultimately to 
its death; (2) distention of the parenchyma with 
fat obstructs sinusoidal blood flow, resulting in rela- 
tive anoxemia and cellular necrosis; (3) the re- 
generative activity of the fat-filled cells is 
diminished, so that the normally rapid replacement 
of worn-out cells is hindered, permitting fibrosis 
tv occur; and (4) adjacent fat-filled cells tend to 
merge, forming large cysts that ultimately rupture 
into the sinusoids and bile ducts, leaving behind a 
collapsed capsule of condensed reticulum. However, 
not all forms of experimental fatty infiltration of the 
liver give rise to fibrosis, and not infrequently in 
human cirrhosis there is a marked discrepancy be- 
tween the extent and the distribution of the fat 
and that of connective tissue. This has led some 
investigators to conclude that the two lesions are 
not causally related." 

It is becoming increasingly evident that the effects 
of protein deficiency on the liver are not limited to 
those dependent on an inadequate supply of choline 
and its precursors. Animals fed proteins containing 
insufficient amounts of threonine, lysine, and trypto- 
phan develop a characteristic type of periportal 
fatty infiltration that is not abolished by choline.’® 
Low-protein diets produce, in addition to the fatty 
infiltration expected, degenerative changes and foci 
of necrosis in the parenchyma not seen in pure 
choline deficiency.”® This probably accounts for the 
fact that protein supplements are more effective than 
choline or methionine in the repair of experimental 
nutritional cirrhosis *’ and may be of significance in 
the pathogenesis of Laennec’s cirrhosis. 

Although a great deal has been written about the 
importance of vitamins in the treatment of liver 
disease, there is no conclusive evidence to indicate 
that deficiency of any of the vitamins, with the 
possible exception of folic acid and vitamin By, 
which, as previously indicated, appear to play a role 
in choline synthesis, is a factor in the pathogenesis 
of nutritional cirrhosis. Experiments purporting to 
show a specific effect of other members of the vita- 
min B complex ** have either been lacking in pair- 
fed controls to exclude effects dependent on 
differences in caloric intake and growth rate or 
have been complicated by other deficiencies. 

Regarding the pathogenesis of Laennec’s cir- 
rhosis in chronic alcoholics, certain similarities to 
experimentally induced nutritional cirrhosis are at 
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once apparent. Moreover, a number of observations 
may be cited in support of the concept that the dis- 
ease is dependent on an alcohol-induced dietary de- 
ficiency of lipotropic substances. Thus, it has 
been demonstrated that there is a high incidence of 
malnutrition in chronic alcoholics with cirrhosis and 
that high-protein diets are therapeutically effec- 
tive,** even in the face of continued alcohol con- 
sumption.** Also, biopsy studies indicate that, as in 
the choline-deficient rat, the cirrhotic process begins 
as a simple fatty infiltration of the liver that progress- 
es to the stage of fibrosis and that protein supple- 
ments facilitate the removal of such fat and prevent 
further progression of the fibrotic process.”* 

At autopsy, the liver usually exhibits a uniform 
pattern of connective tissue septa encircling small 
regenerating nodules and isolated islands of surviv- 
ing parenchymal cells with varying degrees of fatty 
infiltration and degeneration. These features are 
characteristic of Laennec’s cirrhosis, which is a 
lesion known to occur not only in association with 
chronic alcoholism but also in a variety of other 
conditions, many of which are accompanied by mal- 
nutrition. Although fatty infiltration is generally con- 
sidered to be an essential feature, it may be absent 
late in the disease as a consequence of progressive 
inanition or in any other stage of the disease as a 
result of treatment. In its most widely understood 
sense, the term Laennec’s cirrhosis implies a lesion 
in which fatty infiltration, due to any one of a num- 
ber of causes including chronic alcoholism and mal- 
nutrition, appears to be the forerunner, if not the 
immediate cause, of diffuse hepatic fibrosis and 
nodule formation. However, the term is used by 
some to indicate any type of cirrhosis characterized 
by a fine diffuse fibrosis with nodule formation and 
by others to denote a form of liver disease due 
specifically to chronic alcoholism and/or malnutri- 
tion. No doubt much of the disagreement over the 
relative importance of alcohol and other factors in 
the etiology of Laennec’s cirrhosis stems from this 
confusion in terminology. 

Occasionally, alcoholics develop a coarsely nodu- 
lar type of cirrhosis that closely resembles the post- 
necrotic cirrhosis seen during the recovery phase of 
massive or subacute hepatic necrosis due to the 
hepatitis virus and certain toxic agents. The question 
arises whether the lesion in such cases is of nutri- 
tional origin or is due to causes unrelated to chronic 
alcoholism. It is possible to produce similar lesions 
in rats by rigidly limiting their intake of the 
sulfhydryl-containing amino acids, tocopherol and 
selenium.” It is doubtful, however, that these very 
specific dietary conditions have ever been dupli- 
cated in man. Moreover, it has not been established 
that the human liver is susceptible to massive necro- 
sis under such conditions; therefore, on the basis of 
present evidence, it would appear more likely that 


COUNCIL ON FOODS AND NUTRITION 


121/1673 


the postnecrotic form of cirrhosis seen occasionally 
in alcoholics is due to coincidental factors unrelated 
to chronic alcoholism or malnutrition. 

Judging from the evidence cited, there can be 
little doubt that nutritional factors play an im- 
portant role in the pathogenesis of Laennec’s cir- 
rhosis. However, there are a number of observations 
that appear to be inconsistent with the generally 
accepted view that the effects of alcohol on the liver 
in man are due solely to the reduction in food con- 
sumption that often accompanies excessive drinking. 
These may be briefly summarized as follows: 1. Al- 
coholics occasionally develop cirrhosis despite an 
apparently adequate dietary intake; conversely, 
patients with sprue, anorexia nervosa, and a variety 
of other wasting diseases accompanied by severe 
malnutrition rarely do. 2. The inflammatory, necrot- 
ic, and degenerative changes, including the presence 
of Mallory hyaline bodies, so characteristic of active 
cirrhosis in the alcoholic, are not seen in experi- 
mental nutritional cirrhosis. 3. In contrast to the 
relatively benign character of the lesion in protein- 
deficient animals, the fatty infiltration and degenera- 
tive lesions that occur in the liver of chronic 
alcoholics occasionally give rise to overt hepatic 
failure and may cause death, even in the absence of 
hepatic fibrosis.** 4. Significant improvement in the 
clinical, functional, and histological status of the 
liver has been observed in persons with cirrhosis 
after withdrawal of alcohol and the administration 
of diets considered suboptimal by current thera- 
peutic standards.*” In short-term studies similar 
improvement has been observed in subjects receiv- 
ing diets virtually devoid of protein. Discrepancies 
such as these suggest that the effects of alcohol on 
the liver may not be limited to those dependent on 
a reduction in food consumption. 

Recent experimental studies indicate that, in the 
rat at least, alcohol tends to create a deficiency of 
choline by reducing the intake of food, by adding 
nonprotein calories to the diet, and by increasing 
the choline requirement via a mechanism independ- 
ent of food consumption or caloric intake.’ Since 
the administration of alcohol in such animals leads 
to an immediate decrease in food consumption that 
is calorically equivalent to the amount of alcohol 
ingested, this effect would appear to be a normal 
response to the homeostatic mechanism for the 
maintenance of a constant caloric intake rather than 
a manifestation of an alcohol-induced gastroin- 
testinal disturbance leading to pathological ano- 
rexia. Assuming that the same mechanism is opera- 
tive in man, this may account for the discrepancy 
between the inadequacy of the diet in many chronic 
alcoholics and their apparent failure to lose weight. 
Considering the fact that a heavy drinker may con- 
sume between 1,000 and 2,000 calories a day in the 
form of alcohol, it is not surprising that he is able 
to maintain his weight and satisfy his appetite, 
despite a dwindling food intake. Obviously, the 
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maintenance of an adequate caloric intake under 
such circumstances is made at the expense of essen- 
tial nutriments, including proteins and vitamins, so 
that specific nutritional deficiencies may develop 
despite the absence of weight loss. However, long- 
continued drinking ultimately produces a_path- 
ological type of anorexia that leads to a reduction in 
total caloric intake and overt signs of undernutri- 
tion. 

The experiments cited have established the im- 
portant principle that the choline requirement varies 
directly with the caloric intake. Hence, if the diet 
is marginal in lipotropic activity, the mere addition 
of nonprotein calories, whether they be derived 
from alcohol or from carbohydrate, will induce a 
relative deficiency of choline. This may be one of 
reasons why cirrhosis is more common in alcoholics 
than in patients with chronic wasting diseases, in 
whom the diet may be equally deficient in protein, 
but whose caloric intake is significantly lower. Also 
noteworthy in this connection is the fact that in 
areas of the world where cirrhosis of presumed nu- 
tritional origin is prevalent, the native diet is de- 
ficient in protein but usually contains an abundance 
of calories in the form of carbohydrate. 

Under appropriately controlled conditions it can 
be demonstrated that, in the rat at least, alcohol 
increases the choline requirement in still another 
way unrelated to changes in food consumption or 
the caloric intake.“ Quantitatively this effect ap- 
pears to be even more important than the others. 
Nothing is known about the mechanism involved, 
but it has been suggested ** that choline may be a 
factor in the metabolism of acetyl coenzyme A and, 
hence, may be required in greater amounts when 
alcohol is oxidized to acetate. 

It is important to bear in mind that the increase 
in the choline requirement induced by alcohol can- 
not be demonstrated experimentally unless the diet 
is marginal in its content of lipotropic substances, 
resulting in an overt deficiency. This suggests that 
the alcohol effect is readily abolished by small 
amounts of protein or choline in excess cf the mini- 
mum required to maintain the fat content of the 
liver at a normal level. This fact has been confirmed 
experimentally," which probably accounts for the 
observation that alcohol has no deleterious effects 
on the liver when administered to persons with 
cirrhosis receiving a high-protein diet.** 

Recently it has been reported that cirrhotic per- 
sons with a daily protein intake of as little as 25 to 
65 Gm. suffered no ill-effects when given alcohol 
in amounts equivalent to one-half pint of whiskey 
daily for two to four weeks.”® Indeed, the authors 
were so impressed with the salutary effects of alco- 
hol on the mental status and appetite of their pa- 
tients that they endorsed its use in the treatment of 
alcoholics with cirrhosis! 
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This type of study is difficult to interpret and 
does not necessarily establish that alcohol is in- 
nocuous in chronic alcoholics with cirrhosis. First, 
six of the seven patients studied were not investi- 
gated until icterus or ascites, or both, had improved, 
presumably as a result of treatment. This raises a 
question regarding the possible sustained effects of 
protein stored during this preliminary period. Sec- 
ond, although liver function and morphology either 
improved or showed no change, the possibility that 
the rate of improvement was slowed or delayed was 
not excluded, particularly since no data are given 
on the rate of recovery before the experiment was 
started. Third, no account is taken of the possible 
benefits derived from the decrease in physical ac- 
tivity imposed by hospitalization, a factor that 
could conceivably have obscured the effects of 
alcohol. Fourth, five of the subjects received 60 to 
65 Gm. of protein daily, an amount adequate to 
promote recovery in most cirrhotics,*” and possibly 
significantly in excess of the minimum required to 
obscure the effects of alcohol. Fifth, the authors 
state that, at the beginning of the experiment, 
anorexia was so severe that it was difficult to main- 
tain a constant intake of food but that there was 
rapid improvement when alcohol was administered. 
In the absence of any data to the contrary, this 
suggests that the protein intake may have increased, 
thus protecting the patient against the alcohol 
effect. Finally, in subjects drinking the amounts of 
alcohol used in this experiment, signs of liver dis- 
ease, whether they be due to nutritional or other 
factors, do not appear for a number of years, so that 
the period of observation of two to four weeks may 
have been inadequate. 


Enzymatic Activities of the Liver 


In addition to the changes alcohol may evoke by 
inducing a nutritional deficiency, it may affect the 
liver in other subtle ways. One of these relates to 
its possible interference with some of the enzymatic 
activities of the liver. It has been demonstrated that, 
in yeast suspensions, alcohol blocks the reduction 
of the cytochromes, a group of important iron-con- 
taining cytoplasmic heme proteins that serve an 
essential role as electron carriers in the complicated 
chain of enzymatic reactions involved in oxidation.*° 
Similarly, it has been reported that alcohol may 
reduce the activity of the citric acid cycle in the 
liver.”’ The evidence for this is the observation that, 
after the administration of alcohol, there is an in- 
crease in the lactate and acetate and a decrease in 
the pyruvate, alpha-ketoglutarate, and citrate con- 
tent of the hepatic venous blood. 

In its oxidation alcohol undergoes rapid succes- 
sive dehydrogenations to acetaldehyde and acetate, 
enzymatic reactions involving the transfer of hydro- 
gen and electrons via the coenzyme diphosphopyri- 
dine nucleotide (DPN), which serves as a carrier 
and is reduced in the process. In the report cited the 
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author suggests that pyruvic acid is the hydrogen 
acceptor in this reaction yielding lactic acid and that 
the activity of the citric acid cycle in the liver may 
be depressed temporarily as a consequence of the 
rapid removal of pyruvic acid and the accumulation 
of reduced DPN.”' Moreover, he postulates that this 
may reduce the amount of adenosinetriphosphate 
(ATP) generated in the cycle; hence, it may in- 
hibit ATP-dependent enzymatic reactions, which 
over a prolonged period might result in a cellular 
injury. Recently the activity of still another enzyme 
in the liver, glutamic pyruvic transaminase, has 
been found to be decreased under the influence of 
alcohol.*” The aforementioned enzymatic defects 
do not necessarily constitute a complete inventory 
of al. those that may occur. Since this aspect of the 
alcohol problem has received scant attention, further 
investigation may reveal other abnormalities of 
equal or even greater importance. Whether or not 
alcohol-induced aberrations in enzyme activity play 
a role in the pathogenesis of liver disease is still 
problematical. Nevertheless, these observations sug- 
gest new avenues of investigation and illustrate the 
important point that, in the metabolism of an ap- 
parently innocuous substance like alcohol, there 
may be unexpected and possibly deleterious side- 
effects. 


Possible Role of Infection 


Certain features of the cirrhosis encountered in 
chronic alcoholics are not readily explained on the 


basis of a nutritional or metabolic defect and are 
not reproducible in experimental animals main- 
tained on deficient diets and a high intake of alco- 
hol. Of particular interest in this connection are the 
manifestations exhibited in the florid form of the 
disease.** These include a progressive downhill 
course, signs of hepatic failure that are refractory 
to dietary and other forms of treatment, and the 
presence in the liver of extensive necrotic, degen- 
erative, and inflammatory lesions engrafted on an 
underlying fatty infiltration and/or cirrhosis. Usually 
the onset is insidious after a prolonged period of 
heavy drinking and dietary restriction, but occa- 
sionally it is acute. 

Although fever and leukocytosis are common, 
overt signs of intercurrent extrahepatic infection 
are unusual. The features described suggest the 
possibility that the liver itself may be the site of 
infection. Occasionally bacteria have been demon- 
strated in the liver ** and blood * of such patients. 
However, the more frequent finding of negative 
cultures and the ineffectiveness of antibiotic therapy 
in most cases of florid cirrhosis make it unlikely that 
bacterial infections play an important role in this 
disease. Moreover, it is highly probable that the 
occasional occurrence of bacteria in the liver is the 
consequence rather than the cause of the underly- 
ing hepatic disease and is indicative of a breakdown 
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of the important defense mechanism in the liver for 
the destruction of organisms that gain access to 
the blood. 

Another more interesting possibility is that the 
hepatitis virus is implicated, and that chronic alco- 
holism either increases the susceptibility to inter- 
current infections or activates latent infections 
in carriers. Admittedly, the lesions in florid cir- 
rhosis do not resemble those of classic acute vital 
hepatitis. However, the possibility cannot be ex- 
cluded that the presence of antecedent hepatic in- 
jury related to chronic alcoholism modifies the 
morphologic manifestations of such infections. Un- 
fortunately, no attempts have been made to demon- 
strate the virus in alcoholics with cirrhosis by means 
of human transmission experiments, the only method 
available at the present time. However, it is note- 
worthy that, in an investigation of apparently 
healthy blood donors thought to be responsible for 
hepatitis infections in recipients, four of the five 
who proved to be carriers by transmission ex- 
periment were excessive drinkers, and three in- 
vestigated by liver biopsy showed either cirrhosis 
or less extensive hepatic fibrosis and inflammation.” 
Obviously, further studies of this type are needed 
to establish whether or not the hepatitis virus is 
responsible for any of the clinical or pathological 
manifestations of cirrhosis in alcoholics. 

As previously noted, the old theory, that the ab- 
sorption of toxins from the gastrointestinal tract 
under the influence of alcohol is a factor in the 
pathogenesis of cirrhosis, had to be abandoned for 
lack of supporting evidence. However, it has been 
revived as a consequence of recent reports indicat- 
ing that broad-spectrum antibiotics which suppress 
the intestinal flora delay the appearance of hepatic 
necrosis in animals maintained on necrogenic diets * 
and prevent the development of hepatic fibrosis in 
choline-deficient animals.** As provocative as these 
observations are, they do not prove that toxic sub- 
stances from the intestinal tract injure the liver, 
since in neither of these experiments was the possi- 
bility excluded that the antibiotics used contained 
a protective factor or that suppression of the in- 
testinal flora deprived the animal of protective 
substances of bacterial origin. 


Summary 


A review of the evidence indicates that chronic 
alcoholism is an important, but by no means the 
only, etiological factor in the pathogenesis of 
Laennec’s cirrhosis and that, whereas the malnutri- 
tion associated with excessive drinking undoubtedly 
accounts for many of the effects of alcohol on the 
liver, other as yet unidentified mechanisms may be 
involved. 


This study was supported by a research grant from the 
U. S. Public Health Service. 


| 
| 
: 
: 
| 


124/1676 


References 


1. Richter, C. P.: Study of Effect of Moderate Doses of 
Alcohol on Growth and Behavior of Rat, J. Exper. Zool. 
44:397-418 (April) 1936. 

2. (a) Klatskin, G.; Krehl, W. A.; and Conn, H. O.: Ef- 
fect of Alcohol on Choline Requirement: Changes in Rat’s 
Liver Following Prolonged Ingestion of Alcohol, J. Exper. 
Med. 100:605-614 (Dec.) 1954. Klatskin, G., and Krehl, 
W. A.: Effect of Alcohol on Choline Requirement: Inci- 
dence of Renal Necrosis in Weanling Rats Following Short- 
Term Ingestion of Alcohol, ibid. 100:615-627 ( Dec.) 1954. 
(b) Best, C. H.; Hartroft, W. S.; Lucas, C. C.; and Ridout, 
J. H.: Liver Damage Produced by Feeding Alcohol or Sugar 
and Its Prevention by Choline, Brit. M. J. 21001-1006 
(Nov. 5) 1949. 

3. Jolliffe, N., and Jellinek, E. M.: Vitamin Deficiencies 
and Liver Cirrhosis in Alcoholism: Cirrhosis of Liver, Quart. 
J. Stud. Alcohol 232544-583 (Dec.) 1941. 

4. Rowntree, L. G.: Considerations in Cirrhosis of Liver, 
J. A. M. A. 8831590-1597 (Nov. 5) 1927. 

5. Ratnoff, O. D., and Patek, A. J., Jr.: Natural History of 
Laennec’s Cirrhosis of Liver: Analysis of 386 Cases, Medi- 
cine 21:207-268 (Sept.) 1942. Reference 3. 

6. Voegtlin, W. L.; Broz, W. R.; Tupper, W. E.; and 
Robinson, M. W.: Liver Function in Chronic Alcoholic Pa- 
tients: Correlation Between Elements of History and Pres- 
ence of Liver Dysfunction as Indicated by Laboratory Tests, 
Gastroenterology 133391-400 ( Nov.) 1949. Voegtlin, W. L.; 
Tupper, W. E.; and Robinson, M. M.: Liver Function in 
Chronic Alcoholic Patients: Correlation Between Presence of 
Liver Dysfunction as Indicated by Laboratory Tests and 
Objective Findings on Examination, ibid. 142485-490 (April) 
1950. 

7. Leevy, C. M.; Patrylo, I.; and Doody, W.: Hepatic 
Abnormalities in Alcoholics with Delirium Tremens, Quart. 
J. Stud. Alcohol 142568-575 ( Dec.) 1953. 

8. Moon, V. H.: Experimental Cirrhosis in Relation to 
Human Cirrhosis, Arch. Path. 183381-424 (Sept.) 1934. 

9. Lamson, P. D., and others: Pharmacology and Toxi- 
cology of Carbon Tetrachloride, J. Pharmacol. & Exper. 
Therap. 223215-288 ( Nov.) 1923. 

10. Rosenthal, S. M.: Some Effects of Alcohol upon Nor- 
mal and Damaged Liver, J. Pharmacol. & Exper. Therap. 
38:291-301 (March) 1930. 

11. Fischler, G.: Ueber experimentell erzeugte Leber- 
cirrhose, Deutsches Arch. f. klin. Med. 933427-455, 1908. 

12. Lowry, J. V.; Ashburn, L, L.; Daft, F. S.; and Sebrell, 
W. H.: Effect of Alcohol in Experimental Liver Cirrhosis, 
Quart. J. Stud. Alcohol 3168-175 (Sept.) 1942. 

13. Mallory, F. B.: Hemochromatosis and Chronic Poison- 
ing with Copper, Arch. Int. Med. 373336-362 (March) 1926. 

14, Mallory, F. B.: Phosphorus and Alcoholic Cirrhosis, 
Am. J. Path. 9:557-568 (Sept.) 1933. 

15. Lubarsch, O.: Ueber pathogenese und Aetiologie der 
Lebercirrhose, Deutsche med. Wchnschr. 3331029 (May) 
1907. 

16. Glynn, L. E.; Himsworth, H. P.; and Lindan, O.: 
Experimental Production and Development of Diffuse He- 
patic Fibrosis (“Portal Cirrhosis”), Brit. J. Exper. Path. 
29:1-9 (Feb.) 1948. 

17. Artom, C.: Role of Choline in Oxidation of Fatty 
Acids by Liver, J. Biol. Chem, 2052101-111 (Nov.) 1953. 

18. Dible, J. H.: Degeneration, Necrosis, and Fibrosis in 
Liver (Humphry Davy Roileston Lecture), Brit. M. J. 
13833-841 (April 21) 1951. 

19. Harper, A. E., and others: Factors Other Than Cho- 
line Which Affect Deposition of Liver Fat, J. Biol. Chem. 
206:151-158 (Jan.) 1954. Shils, M. E., and Stewart, W. B.: 


COUNCIL ON FOODS AND NUTRITION 


J.A.M.A., Aug. 1, 1959 


Preventive Influence of Certain Amino Acids on Experi- 
mental Fatty Liver of Portal Type, Proc. Soc. Exper. Biol. 
& Med. 872:629-631 (Dec.) 1954. 

20. Koch-Weser, D.; de la Juerga, J.; and Popper, H.: 
Effect of Choline Supplements on Fatty Metamorphosis and 
Liver Cell Damage in Choline and Protein Deficiency, J. 
Nutrition 49:443-452 (March) 1953. 

21. Plough, I. C.; Patek, A. J., Jr.; and Bevans, M.: Rela- 
tive Effects of Protein, Choline, and Methionine in Treat- 
ment of Experimental Dietary Cirrhosis in Rat, J. Exper. 
Med. 9@2221-231 (Sept.) 1952. 

22. Ratnoff, O. D.; Koletsky, S.; and Patek, A. J., Jr.: 
Hepatic Damage in Rats Fed Human Foods, Proc. Soc. 
Exper. Biol. & Med. 90:620-623 (Dec.) 1955. 

23. Patek, A. J., Jr., and others: Dietary Treatment of 
Cirrhosis of Liver, Results in 124 Patients During Ten-Year 
Period, J. A. M. A. 1383543-549 (Oct. 23) 1948. 

24. Volwiler, W.; Jones, C. M.; and Mallory, T. B.: Cri- 
teria for Measurement of Results of Treatment in Fatty 
Cirrhosis, Gastroenterology 11:164-182 (Aug.) 1948. 

25. Schwarz, K., and Foltz, C. M.: Selenium as Integral 
Part of Factor 3 Against Dietary Necrotic Liver Degenera- 
tion, J. Am. Chem. Soc. 7933292-3293 (June 20) 1957. 

26. Popper, H., and Szanto, P. B.: Fatty Liver with He- 
patic Failure in Alcoholics, J. Mt. Sinai Hosp. 2431121, 
1957. 

27. Klatskin, G., and Yesner, R.: Factors in Treatment of 
Laennec’s Cirrhosis: Clinical and Histological Changes Ob- 
served During Control Period of Bed-Rest, Alcohol With- 
drawal, and Minimal Basic Diet, J. Clin. Invest. 28723- 
735 (July) 1949. 

28. Westerfeld, W. W.: Metabolism of Alcohol, Texas 
Rep. Biol. & Med. 132559-577, 1955. 

29. Summerskill, W. H. J.; Wolfe, S. J.; and Davidson, 
C. S.: Response to Alcohol in Chronic Alcoholics with Liver 
Disease: Clinical, Pathological, and Metabolic Changes, 
Lancet 13335-340 (Feb. 16) 1957. 

30. Keilin, D.: On Cytochrome, Respiratory Pigment 
Common to Animals, Yeast, and Higher Plants, Proc. Roy. 
Soc., London 98-B:312-339, 1925. 

31. Seligson, D.: Diseases of Liver, edited by L. Scheff, 
Philadelphia, J. B. Lippincott Company, 1956, p. 89. 

32. Henley, K. S.; Wiggins, H. S.; and Pollard, H. M.: 
Effect of Oral Ethanol on Hepatic Glutamic Pyruvic and 
Glutamic Oxalacetic Transaminase in Rat, Clin. Res. Proc. 
43248 (Nov.) 1956. 

33. Phillips, G. B., and Davidson, C. S.: Acute Hepatic 
Insufficiency of Chronic Alcoholic: Clinical and Pathological 
Study, A. M. A. Arch. Int. Med. 94:585-603 (Oct.) 1954. 

34. Moon, V. H.: Histogenesis of Atropic Cirrhosis, Arch. 
Path. 133691-706 (May) 1932. 

35. Whipple, R. L., Jr., and Harris, J. F.: B Coli Septi- 
cemia in Laennec’s Cirrhosis of Liver, Ann. Int. Med. 
333:462-466 (Aug.) 1950. 

36. Neefe, J. R., and others: Carriers of Hepatitis Virus 
in Blood and Viral Hepatitis in Whole Blood Recipients: 
1. Studies of Donors Suspected as Carriers and as Sources of 
Post-Transfusion Viral Hepatitis, J. A. M. A. 15431066- 
1074 (March) 1954. 

37. Gyorgy, P.; Stokes, J., Jr.; Smith, W. H.; and Gold- 
blatt, H.: Studies on Use of Aureomycin in Hepatic Disease: 
Effect of Aureomycin on Experimental Dietary Hepatic Ne- 
crosis, Am. J. M. Sc. 2236-11 (July) 1950. 

38. Rutenburg, A. M., and others: Role of Intestinal Bac- 
teria in Development of Dietary Cirrhosis in Rats, J. Exper. 
Med. 106:1-14 (July 1) 1957. 


; 

a 

ar” 

3 

= 

| 

‘ 

use 
\ 


APPROACH TO AGING ... 


..in a Rural Area 
...in a Metropolis 
... at National Level 
® Hospital Planning 
éHabla Espanol, Doctor? 


® Drag & Sag End in Texas 


Cementing World Medicine 


@ An Oriental Tale 


Vol. 170, No. 14 


125/1677 


Story of Tao Koo 


Author and physician Thomas 
A. Dooley, from his “little hos- 
pital on stilts” in the northern 
mountains of Laos, recounts this 
tale of compassion and survival: 

“A 7-year-old tribes-boy named 
Tao Koo had a scorching fever 
and diarrhea. Within two weeks 
the child developed a bed sore. 
Within a month this had spread 
until all the flesh from his lower 
back and buttocks had sloughed 
off. He shrank and withered un- 
til he was just the shadow of a 
child. Finally the father brought 
him to us in Muong Sing, a 
three-day walk. 

“Earl Rhine and Dwight Davis 
[Dr. Dooley’s assistants] imme- 
diately took that little urinoid 
glob of flesh and washed him 
with all the tenderness they could 


muster. With the hearts of men, 
the hands of women, and a little 
of the mystery of God they gen- 
tly scrubbed his sores, treated 
and dressed them. They rigged a 
special bed for him, tying bal- 
loons across the cross-bars. They 
pasted pictures to the wall along- 
side it. They gave him a color- 
ing book and a squeaking rabbit. 
“On the few days that we have 
sunlight they bring his bed out- 
side. The dressings are removed. 
This wistful little lad, God's 
compromise between flower and 
dung, an interval between birth 
and death, once again began to 
live. He began to smile. Sores 
are closing up. He is happy.” 


For a view of medicine on the 
other side of the bamboo cur- 
tain, see p. 1685. 


Rural Attack on Aging—A First Step 


Doctors Provide the Spark 
That Sets a Town to Thinking 


Big cities may be the heart of a nation, 
but it is in the vast throb of rural America 
that the complex problem of aging pulsates 
as a personal matter. Here there is no hustle 
and bustle of a concentrated population to 
engulf that problem as one of many—perhaps 
to shelve it dispassionately. The following re- 
port shows a neighbor-to-neighbor concern 
for the difficulties encountered when, say, one 
small-industry worker retires, or when a gray- 
ing farmer no longer can take the daily rou- 
tine of managing a dairy herd. 


In facilities for the aged Wisconsin’s Fond du 
Lac County (pop. 75,000) is probably more for- 
tunate than most rural areas. Two religious groups 
operate homes for the elderly, and the entire area 
takes pride in the brand-new county home. There 
are also two proprietary nursing homes. 

But the residents of Fond du Lac County know 
it takes more than institutions to ease the pressures 
generated by a rapidly expanding segment of eld- 
erly citizens. Yes, you would expect to find min- 
isters acquainted with the needs and hopes of the 
elderly, but this same familiarity also extends to 
the slender and sprightly manager of the telephone 
exchange, to the friendly but reserved president of 
one of its banks, and to the community's teachers, 
attorneys, and clubwomen. 

This awareness is no accident. Fond du Lac’s 
people have all the usual human regard for the 
problems of a neighbor, but it took positive ac- 
tion by the county medical society to acquaint 


Banker, physician, businessman: Rural Fond du Lac 
County in Wisconsin hopes to improve the lot of its aged 
through widespread cooperative effort. From left are W. A. 
Sanders, Dr. A. M. Hutter, and O. C. Claus. 


them with the unlimited challenge of caring for 
their oldsters and to offer a forum for the ideas 
and opinions of others. 

That forum was called a Community Round- 
table Conference, and neither the snow nor the 
cold of a day last December kept businessmen 
and labor leaders, nurses and hospital administra- 
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tors, physicians and attorneys, and welfare workers 
and clergymen from attending. 

Enthusiasm for the project radiates from Dr. 
A. M. Hutter, a Fond du Lac internist and chair- 
man of the county society's committee on aging, 
as he sits at his desk and tells you about it. On 
the wall is a wartime photograph of himself in 
Naval uniform standing self-consciously beside a 
Yule-decorated dispensary refrigerator bearing a 
large sign emblazoned “Dr. Hutter’s Penicillin 
Tree.” 

“Those people were not only ready for us,” he 
says, “in some cases they were way ahead of us. 
I opened the conference with an outline of some of 
the basic medical and psychological problems faced 
by many of our elderly people. Then the other 
fellows told of the kind of thing they meet up with 
in treating the aged.” 

The “other fellows” are four local colleagues— 
Dr. D. W. McCormick, an orthopedic surgeon; Dr. 
H. K. Gugh, a urologist; Dr. James Habermann, a 
general practitioner; and Dr. William Wojta, an 
ophthalmologist. 


At First—Hesitation 


As the professional men finish, lay participants 
tell the conference what they know of the diffi- 
culties encountered by older people, and of some 
of the successes and failures that have marked 
efforts to help. 

Some are hesitant at first. Among them is O. C. 
Claus, district manager in Fond du Lac for the 
Wisconsin Telephone Company. But, as he listens, 
Claus comes to realize that a program with which 
he has an intimate connection is a perfect case in 
point. 

As a veteran employee of the phone company, 
Claus became eligible, after 21 years of service, to 
join a nationwide organization known as_ the 
Telephone Pioneers (see Medicine at Work, THE 
JournaL, March 21, 1959). Claus did join and 
immersed himself in the fellowship of the group. 
Later, as head of the local chapter, he became 
disturbed by the obvious difficulties of some of 
the men when it came time for their retirement. 
Not too far from retirement himself, he decided 
the Pioneers could help. 

Under his direction a new subdivision of the 
group was formed. Called the Life Member Club, 
it is open to all retired telephone employees. Claus 
says, “They meet once a month in the conference 
room here at the office. After the meeting they 
go downtown for lunch. Each man pays for his 
own, too, and they have a pretty good time.” 

Although the group got off to a mild beginning 
even Claus is surprised by the momentum it has 
picked up. “First they decided to have a Christ- 
mas party. They planned it carefully and put it 
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Three-Way Split 


Nursing-home facilities for Wisconsin’s chron- 
ically ill and aged are almost equally divided 
among proprietary, nonprofit, and governmental 
operation, according to the Division on Aging of 
the State Medical Society of Wisconsin. 

In 1958, with a total of 18,129 residing in these 
homes, 38% were cared for in proprietary facili- 
ties, 30% in nonprofit homes, and 32% in govern- 
mental institutions. 


on themselves. When it turned out to be a success, 
they decided to take on more projects. The next 
thing was a picnic and right now it’s a hobby 
show that is going to be held right here in the 
building. It’s surprising how even a minor sort of 
activity like this adds purpose to life, once you’ve 
retired.” 
Frame of Reference 


Others view the difficulties of aging in terms of 
their own experience. Two clergymen—Father 
Henry Maurer of St. Mary’s Catholic church, and 
Rev. Karl Koehler of the Evangelical and Re- 
formed Church of Peace—stress the importance 
of religious life to the aged. At the Community 
Roundtable Conference last December they urged 
the establishment of church-sponsored social groups 
for the aged and expressed the conviction that 
peace of mind and heart are especially necessary 
to the well-being of the elderly person. 

True, all this interest and concern has not really 
solved anything yet in Fond du Lac County. No 
revolution in community thinking has yet taken 
place. No well-rounded, carefully planned, multi- 
phased approach to the many needs of the county's 
aged has yet appeared. But Dr. Hutter feels today 
that an important beginning has been made. He 
calls the Roundtable Conference a success and 
advocates extension of the idea. He says, “The big 
need now is for education in this field—education 
and leadership. We've got to educate our people 
to the nature and extent of the problems faced by 
those over 65, and we have to educate our physi- 
cians to assume roles of leadership in their own 
communities.” 

If any physician in Wisconsin is in a position 
to do this it is Dr. Hutter, who wears two hats 
in the field of aging. He not only is chairman of 
the Fond du Lac County medical society's com- 
mittee on aging, but he also heads the Aging Divi- 
sion of the State Medical Society of Wisconsin. 
And it is significant that, having tested the idea 
on his home ground, Dr. Hutter recommends the 
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Community Roundtable Conference as a good de- 
vice for organizing interest in the problems of 
oldsters in any area. 

What is next in Fond du Lac’s effort to aid the 
aging? Well, if county chairman Hutter takes the 
advice of state chairman Hutter, it might be any 
one of a number of things—speaker services for 
schools, development of a retirement-preparation 
program for industry, or a countywide survey of 
the needs, services, and facilities for aging and 
long-term patients. 

Medical societies in two other counties, Dane 
and Sheboygan, have already accepted the survey 
suggestion. Working with their respective welfare 
councils, the societies have guided county resi- 
dents in comprehensive studies of this type. 


Other Places, Other Things 


Medical societies in other parts of Wisconsin, 
urged by the state society's Division on Aging, 
have also attempted programs of their own: 

—The Brown County medical society is giving 
support to a community project in Green Bay to 
improve the lot of the chronically ill in nursing 
homes. 

—The Racine County medical society is provid- 
ing medical personnel to conduct preretirement 
programs for industries located in its area. 

—The Marathon County medical society spon- 
sors radio and television programs on the subject 
of aging for listeners and viewers in or near 
Wausau. 

Dr. Hutter thinks those interested in helping 
the aged may be unintentionally scaring off pro- 
spective stalwarts by the introduction that many 
of them get. He says, “Don’t start off by taking 
therm on a tour of the geriatrics ward of the local 
hospital, because they'll only see patients who 
never had a chance at rehabilitation. Those pa- 
tients do need good care and deserve it, but the 
long-range solution is to train the younger person 
for old age—to understand diet, positive health 
measures, and freedom from emotional conflict.” 

Some measure of the increasing awareness of 
broadly human needs of the elderly in Fond du 
Lac County is indicated by the feelings of two 
businessmen. Listen to Mr. W. A. Sanders, presi- 
dent of the National Exchange Bank: “It comes 
as a jolt when we comprehend what it really 
means when we say that almost 10% of the people 
in Wisconsin today are 65 or over.” 

Or Mr. Claus of the telephone company: “It 
isn't enough to give a man a party, a pension, a 
pat on the back, and best wishes for a long and 
happy life. A man needs to feel he isn’t being 
cut off from the people with whom he’s spent a 
big part of his life.” 
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Rx for Housing 


Three ways to help elderly persons finance ade- 
quate housing without using any new form of 
government help have been suggested by a New 
York banker. Speaking to physicians and other 
participants at the University of Michigan’s 12th 
annual Conference on Aging, June 23, Harry 
Held made these proposals: 

1. Offer life and health insurance programs to 
the elderly which would insure their ability to 
make mortgage payments in the event of sickness 
or death of one spouse. 

2. Give middle-aged and elderly home buyers 
a chance to make higher mortgage payments dur- 
ing the initial period of home ownership, with 
tapering monthly installments for advancing years. 

3. Provide those covered by pension plans 
with an option to use part of their pension credit 
as the down payment on retirement housing. 

Held believes that, on the basis of present life 
expectancies, the final age limit on which mort- 
gages might be made could reasonably be in- 
creased to 75 or even 80 years of age for home 
buyers aged 65 and over. 


A village within a city—The Presbyterian Home in Evans- 
ton, Ill., recently announced it would turn its 43-acre site 
into a community of cottages, duplexes, apartments, and a 
convalescent home for the elderly. Completion will raise 
the home’s population to 600 from its present 165. Present 
facilities include a hospital. 
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An Asset—Not a Liability 


Healthier Senior Citizens Can 
Solve Their Own Problems 


“If we can—through research—find ways for older 
people to remain healthier for a longer period of 
time .. . then we will see our aging population not 
as a problem or series of problems, but as a mag- 
nificent asset.” 

This was the optimistic picture painted by Rep. 
John E. Fogarty (D., R. 1.) at the first national con- 
ference of the Joint Council for the Health Care 
of the Aged, held June 12-14 in Washington, D. C. 

He based his bright hope on results expected 
from continued and increased efforts in research 
sponsored by both the National Institutes of Health 
and private institutions. He advocated extending 
the search beyond the borders of this country. Rep- 
resentative Fogarty said, “Some nations may al- 
ready be ahead of us in research on aging. In Swe- 
den, for example, they were carrying out farsighted 
programs to aid their older persons some years be- 
fore aging attracted interest in this country. It 
would be to our benefit to learn more of what 
other nations are doing.” 

More than 450 physicians, dentists, hospital and 
nursing-home personnel, and others interested in 
the aged attended the conference. The joint council 
—sponsor of the affair—includes in its membership 
the American Dental Association, the American 
Hospital Association, the American Medical Asso- 
ciation, and the American Nursing Home Associa- 
tion. 

Whatever the values of future clinical research, 


Governor Robert Meyner (upper right) of New Jersey was 
among more than 35 persons invited to address the first 
national conference of the Joint Council on the Health Care 
of the Aged. 
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Get a Second Career 


One way to beat compulsory retirement at 65 
is to embark on a second career. 

This solution is offered to those who dread the 
inactivity of retirement by a 75-year-old Cali- 
fornia woman who is a walking advertisement 
for her own formula. 

In 1944 Ethel Percy Andrus, Ph.D., voluntarily 
retired as a high school principal in Los Angeles, 
and since then she has founded two national 
organizations, become editor of two magazines, 
and traveled extensively. Her second career is in 
the field of counseling the aged, and the keynote 
of her advice is action. In a recent New York 
Times interview Dr. Andrus urged her retired 
peers to do things, be of service to others, and 
see the world. 

She is president of both the National Retired 
Teachers’ Association and an affiliate, the Amer- 
ican Association of Retired Persons, and she 
founded both of them. Dr. Leonard Larson, chair- 
man of the A. M. A. Board of Trustees, in a re- 
cent letter to Rep. Wilbur D. Mills, chairman of 
the House Ways and Means Committee, praised 
the hospital and surgical insurance coverage pro- 
vided by the AARP for its more than 300,000 
members. 

The group has also built a home for retired 
teachers in California, and it arranges leisurely 
European tours for elderly persons with an urge 
to see the world. 


warned Dr. Ewald W. Busse, director of the Cen- 
ter for the Study of Aging at Duke University, it 
would be a mistake to wait for all the results. He 
said, “We are in an interim period, and while we 
are waiting for the results to appear we must fill 
in the gaps and move in some positive direction.” 

The plan of immediate action advocated by Dr. 
Busse is a series of small conferences bringing to- 
gether investigators, clinicians, and “action lead- 
ers.” Such teams, he believes, would have the re- 
sponsibility of working out plans of action and ex- 
planations and would make recommendations to the 
joint council, the government, and the public. 

Other speakers at the Washington session out- 
lined problems, suggested solutions, and told of 
their failures and their successes in dealing with 
all facets of the care of the aged. These are some 
selected comments: 

Health Insurance—“Prophecy is always hazard- 
ous, but it is possible on the basis of past perform- 
ance and a knowledge of current developments to 
project an estimate of future expansion of volun- 
tary health insurance among the aged, assuming no 
interference or preemption by government. If rea- 
sonable allowance is made for factors that are im- 
proving the growth rate, a good case can be made 


| 
i 
i 
4 = 
= 
= 
= 
5 
= 
= 
= 
= 
= 
= 
2 
+ = ae 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
= 
x 


Vol. 170, No. 14 


for predicting that 65% of the aged who need and 
want voluntary health insurance will be insured 
by 1960, 80% by 1965, and over 90% by 1970.” 
E. J. Faulkner, Chairman 
Health Insurance Council 


Dental Care—“Finding dental conditions which 
need attention, and providing immediate treat- 
ment, will help the homebound or chronically ill 
patient psychologically and medically. When oral 
conditions are corrected the patient will have a 
better opportunity to handle food, improved esthet- 
ic appearance—leaving remaining energies of the 
patient to conquer or partly override his chronic 
medical disabilities.” 

Dr. Leonard Reichman 
Adjunct, Dental Division 
Albert Einstein Medical Center 


Attitudes—“Unfortunately, the concept of aging 
as expressed in earlier days was not a very joyful 
one. These pronouncements have done much to 
create the unrealistic gloomy backdrop upon which 
the problems of aging are grafted today. Is it not 
now understandable why everyone, including the 
physician, has had his thinking tinted by this 
somber mood?” 

Dr. Frederick C. Swartz, Chairman 
A. M. A. Committee on Aging 


Rehabilitation—“When the value and contribu- 
tion of restorative services in hospitals is being 


Poor Housing and the Aged 


Eight million Americans 65 or more years of 
age are forced by financial circumstances to live 
in dilapidated quarters of our communities, under = 
conditions which promote mental and _ physical 
illness and crippling disabilities. 

So says Wilma Donahue, Ph.D., who heads the 
University of Michigan’s Division on Gerontology. 
She testified recently before a U. S. Senate sub- 
committee on problems of the aged. 

Dr. Donahue said this is a problem that must 
be faced by the communities themselves, since 
only 10% of retiring workers can be expected to 
leave their home towns. She advocated a larger 
supply of good housing and well-planned de- 
velopments to serve older people, who usually 
move in with their children “only when forced to 
do so because of long-term disabling illness, ab- 
sence of income, or devastating loneliness brought 
on by the loss of spouses or other social contacts.” 

Dr. Donahue did see one bright spot in the 
aging picture. She said, “There is evidence that 
older people are trying to maintain their inde- 
pendence as long as possible. The average age 
at which they enter institutions offering sheltered 
care is rising.” 
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Lobby for the Aged? 


Do the nation’s elderly form a persuasive po- 
litical entity? 

Not yet, according to testimony heard recently 
by a U. S. Senate subcommittee on problems ot 
the aged, but the potential is there. Louis Kuplan, 
president of the American Gerontological Society, 
testified that so far the aged are not homogeneous 
either socially or politically. The witness said he 
believes, however, that society might turn them 
into a voting bloc if it continues to treat them as 
it now does (see Medicine at Work, THE JOURNAL, 
July 27, 1957). 

“We could have a gerontocracy instead of a 
democracy,” Kuplan said. 


evaluated, it is important that both sides of the 
coin should be examined. That is, not only the 
operating cost but also the financial gains achieved 
by shorter hospitalization, cheaper nursing care, 
economical use of available beds, and decreased 
welfare expenditures. There are also many in- 
tangibles such as the elimination of depressive 
states, preservation of family structure, and im- 
provement of the professional atmosphere in 
hospitals.” 

Dr. Michael M. Dasco 

Goldwater Memorial Hospital 

New York City 


Home Care—“Blue Cross participation would 
help to hasten the development of organized 
home-care programs. Heretofore, these programs 
have been financed mainly by grants and private 
or tax funds on a time-limited basis. In most Asso- 
ciated Hospital Service (N. Y.) member hospitals 
more than 50% of the patients are subscribers. In 
some hospitals 80% are subscribers. Therefore, pay- 
ment by AHS for home care used by subscribers 
would help to stabilize the financing of organized 
home care.” 

Maria Phaneuf, R.N. 
Associated Hospital Service 


Use of Facilities—“Some relatives feel that releas- 
ing the patient to a nursing home is evidence that 
the hospital no longer believes the patient is treat- 
able. Others feel the care in the hospital is more 
adequate. Some feel that they will have to bear 
all the cost of care in a nursing home. These mis- 
conceptions emphasize the need for the prepara- 
tion of the relative for the patient’s release. The 
patients too must be prepared for their leaving, 
since many have become ‘institutionalized’ and 
fear to depart.” 

Drs. Cecil Wittson and Jackson Smith 
University of Nebraska College of 
Medicine 
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By default, for more than a quarter of a cen- 
tury El Paso General Hospital had been dragging 
and sagging. Average patient stay was far too 
long. Extra tax funds, borrowed repeatedly in 
desperation, barely plugged deficit holes. All 
three Texas medical schools refused to authorize 
internship training there. And in the face of a 
tripling population not a single bed had been 
added since 1932. 

But last month, as a new board of managers 
took control, plans were blossoming for a new 
hospital starting next year, It will cost between 
4 and 5 million dollars and will be double the 
size of the present facility by 1962. 

There is no magic in E] Paso General’s turn- 
about. Rather, the story is one of voter under- 
standing of a critical health problem which was 
brought to the attention of the community by 
energetic physicians. 


The Hospital of Tomorrow 
Is Being Planned for Today 


No new health facility should be constructed in 
an area until it has been preceded by a compre- 
hensive survey of the health resources and needs 
of the area or under the supervision of a compe- 
tent authority. 


Community giving should provide a significant 
percentage of a patient-care facility's capital needs, 
to insure a high quality and an appropriate quan- 
tity of services. 


The nursing home as it relates to the care of 
our older population overlooks the need of younger 
people for nursing services. 


Such thoughts and recommendations emerged 
from the workshop sessions of four recent regional 
conferences devoted to the “development of prin- 
ciples for planning the future hospital system.” 
Sponsored jointly by the Public Health Service 
and the American Hospital Association the series, 
ending May 15, brought together physicians and 
hospital administrators, nurses and educators, archi- 
tects and insurance officials. All were undismayed 
by the warning of Dr. Leroy Burney, PHS Surgeon 
General, that “finding the answers—or, indeed, iso- 
lating the relevant questions—will not be easy.” 

Dr. Burney offered three reasons why the groups 
should be meeting then to seek planning principles 
for the hospitals of the future: 

—In the hospital insurance business demands for 


How Teamwork Is Solving... 


J.A.M.A., Aug. 1, 1959 


Actually, the E] Paso County medical society 
had not one but two tasks to perform, if it were 
to give its community the leadership needed to 
correct a major health deficiency. For many 
years the hospital had been in trouble. Ostensibly 


a county facility for indigent patients, it had ’ 
had to turn to the city of El Paso in recent years 
for money enough to manage even marginal op- 
eration. Even then, the funds appropriated lagged F. 


far behind the rising costs and increased patient 
loads. Everyone agreed the hospital was in bad 
shape. The question was—what to do about it? 

The first action of the El Paso society was to 
form a fact-finding commission, with community 
representation, to find out what might be done. 
After months of study the commission recom- 
mended that a hospital district take over opera- 
tion, maintenance, and expansion. 

Since creation of such a district required a 


broader coverage without increased premiums have 
created a dilemma. 
—Hospitals can rightly point to forces beyond 
their control which affect their economy. 
—No single element of the nation’s hospital sys- 
tem, or those who contribute to its development, 
can make effective plans on its own; not only are we 
dependent on one another but we also run a risk of 
doing real damage to each other and the public by 
developing isolated plans. 
Drs. Robert L. Novy of Detroit and W. C. Stover 
of Boonville, Ind., both members of the A. M. A. 
Committee on Medical Facilities, took part in the 
workshop sessions, which produced statements on 
such matters as: 
PERSONNEL: In planning individual facilities 
consideration should be given to developing organi- 
zational patterns of patient care which will insure 
the most efficient use of personnel (see Medicine at 
Work, THe Journat, April 26, 1958). 
FACILITIES: The general hospital of the future ° 
probably will be the focal point of community 
health emphasis. 
CHARITY: Charges to patients, prepayment . 
plans, or health insurance companies should be set 
at a rate that excludes the cost of care of indigent 
patients, which is the responsibility of government 
and private charity. 
DUPLICATION: Community planning might 
avoid unnecessary duplication of expensive or little- 
used facilities, such as cobalt bombs, radioisotopes, 
and artificial kidneys. 
If the conferees had trouble finding sound infor- 
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a Texas Health Problem 


successful referendum, the medical society’s next 
action was to help form a citizens’ committee for 
the hospital district. In doing so it enlisted the 
aid of as many local organizations as possible, in 
an effort to insure widespread support. 

The citizens’ committee conducted an educa- 
tional campaign based on two themes—that the 
hospital district was the most economical way to 
raise the necessary operating funds, and that all 
district residents, as well as indigent persons, 
would automatically be taken to El Paso General 
if they required emergency treatment. 

Every avenue of communication was used to 
promote the district idea. Background material 
was prepared for speeches and news stories, tele- 
phone committees reached 19,000 property own- 
ers, social and civic clubs were taken on tours 
of the hospital, and speakers were provided for 


mation on which to base their projections for the 
future, Dr. Jack C. Haldeman, for one, wasn’t sur- 
prised. The assistant surgeon general said, “There 
is probably no other business which spends such a 
small amount for research. Hospitals spend more 
than 6 billion dollars a year to bring services to the 
people and employ more persons than either the 
auto or steel industries, yet it is estimated they 
spend less than 5 million dollars annually for hos- 
pital research.” 

What is Dr. Haldeman’s estimate of a “reasonable 
and feasible” amount? Thirty to forty million dollars 
a year. 


Nationwide Hospital Chain? 


Inspired by a belief that the independent pro- 
prietary hospital may be as old-fashioned as the 
corner grocery, efforts are under way to establish 
a nationwide chain of “hospitals for profit.” 
Whether or how this would contribute to hos- 
pital planning generally is a question with heavy 
overtones of economics. According to several pub- 
lished reports the hospital chain will stretch from 
coast to coast, with sites already being either im- 
proved or explored in New York, Illinois, Cali- 
fornia, and Arizona. All links would lead to Lake 
Murray Hospitals, Inc., whose president, David 
Seymour, is quoted as saying, “Accountants tell us 
that hospitals can be quite profitable in growth 
areas which now lack facilities and beds.” 
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organizational programs. 

A major publicity effort was handled by the 
society’s women’s auxiliary, who addressed two 
sets of post card advertisements to a total of 
48,000 people. 

The effort was a success, Voters last November 
approved the creation of a taxing district for 
El Paso General and supplemented it with a 
thundering eight-to-one approval last April of a 
$3,700,000 bond issue for new construction. 
Hospital officials are preparing this month to 
apply for an estimated $1,500,000 more in Hill- 
Burton matching funds. 

Apparently E] Paso County’s residents saw the 
logic of the citizens’ committee’s often repeated 
statement that “a well equipped, staffed, and ever 
ready general hospital is a public insurance policy 
on behalf of every citizen.” 


The Fight to Save 
VA Intermediary Care 


The last shot fired in World War II was also the 
starting gun in the nation’s race to keep its federal 
medical care programs abreast of a sudden heavy 
increase in the veteran population. Realizing that 
former methods of providing this care would be 
inadequate for the task the Veterans Administration 
enlisted the aid of the medical profession in setting 
up a program for outpatient treatment through 
private physicians. The plan came to be known as 
“Hometown Care.” 

On May 1 Hometown Care was the only item on 
the agenda when representatives of eight state med- 
ical associations met in Chicago with Dr. Turner 
Camp, VA Director of Clinics, and members of the 
A. M. A. Committee on Federal Medical Services, 
to discuss the way things were going. 

All eight are holders of “Intermediary Contracts” 
with the VA for outpatient care of veterans with 
service-connected disabilities. (The Hawaii Medical 
Association also holds an intermediary contract but 
could not be represented at the conference.) 

The intermediary contract is considered by the 
Committee to be the most effective of the three 
plans used by the VA to provide such care. Under 
this arrangement all contacts between the VA and 
the physicians are handled by a third party, usually 
the local Blue Shield plan. The third party negoti- 
ates fee schedules, receives and audits all physi- 
cians’ claims, forwards them to the VA, transmits 
federal payments to the physicians, and acts as a 
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review agency for both parties. 

The nine state associations affected recently re- 
ceived notice that the VA planned to reduce the 
responsibilities of the intermediaries for fiscal 1960. 

After the May meeting Dr. Russell B. Roth, 
chairman of the Committee, stated in a letter to 
Mr. Sumner G. Whittier, Administrator of Veterans’ 
Affairs, “Intermediary Contracts, while perhaps not 
absolutely necessary, are still the best vehicle for 
bringing together the veteran with service-connected 
disabilities and the physician in private practice.” 
He also noted that “there is no evidence to show 
that the VA can handle the functions now per- 
formed by the intermediary agencies . . . more 
economically.” 

For, lest anyone suspect the profession of a 
weighty financial interest in these matters, the 
approximately 38,000 physicians taking part in these 
VA programs receive an average of $13 per month. 


Dr. Russell B. Roth of Erie, Pa., is chairman of the 
Committee on Federal Medical Services of the A, M. A. 
Council on Medical Service. Other members are Drs. 
Vincent W. Archer of Charlottesville, Va., Henry S. 
Blake of Topeka, Kan., Donald C. Conzett of Du- 
buque, lowa, Robert 8. Green of Cincinnati, Oscar B. 
Hunter of Washington, D. C., and J. Lafe Ludwig of 
Los Angeles. Staff Secretary is Mr. George W., Cooley 
of Chicago. 


¢Habla Espanol, Doctor? 


The call was from the captain of a Finnish 
freighter berthed at a Milwaukee pier. One of his 
crew was seriously ill, so he sought medical aid 
through the Milwaukee Physicians’ Service. The 
request: Find a physician who speaks Finnish. 

It wasn’t the first such call that had posed a 
language problem for the medical society of Mil- 
waukee County. Another ship of foreign registry 
had sought a doctor who spoke Croatian, and an 
emergency on dry land had pointed up the need 
to locate a physician with a knowledge of Hun- 
garian. 

As a result, the Milwaukee society polled its 
members and established a list of those with a 
usable knowledge of a foreign language. “We ex- 
pect this list to become increasingly important now 
that the St. Lawrence Seaway is open,” a spokes- 
man said. 

The benefits to be derived from such a listing are 
not restricted to port cities, however. The Bulletin 
of the Medical Society of the County of Monroe 
(Rochester) in New York reports that 65% of its 
members replied to a similar survey. The poll 
showed that 102 speak German, 71 speak French, 
and 58 Italian. Respondents also listed such other 
languages as Spanish, Polish, Yiddish, Greek, Dan- 
ish, Lithuanian, and Chinese. 

One unexpected dividend of the Rochester sur- 
vey was the listing of a physician familiar with the 
sign language of the deaf. 
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Teeth, Lip Service, and 
A Schoolside Manner 


Q. What is man’s most common disease? 

A. Tooth decay, which attacks 95% of our popu- 
lation. 

Q. How serious are oral disorders? 

A. They contribute to many physical, mental, 
and emotional health problems. Today, 30% of 
children in any given age group require orthodontic 
treatment, and it is probable that the present crop 
of youngsters will lose fully half their teeth by the 
age of 40. 


Those facts, still not fully understood by a sub- 
stantial segment of the medical profession, are 
brought out by Harold R. Harlan, D.DS., of 
Newark, N. J., to point up the need for improved 
health programs in schools. Dr. Harlan’s point is 
elaborated by a Doctor of Education, a Doctor of 
Medicine, and a registered nurse. 

“There are barren areas in health instruction, 
areas which give lip service to it while denying the 
same in quantity and quality,” says Robert E. 
Schneider, Ed.D., of Waterbury, Conn. “There is 
need for changed thinking on the part of some who, 
while condoning the incursion of every imaginable 
subject, deny a place in the same curriculum for 
instruction in an area of learning which is as essen- 
tial to successful living as is instruction in the lan- 
guage which makes learning and communication 
possible.” 

A Philadelphia physician, Edward G. Sharp, 
suggests: “An objective for the school physician is 
a ‘schoolside manner.’ This concept assumes the 
school physician is professionally trained and active 
in medical and community affairs.” 

And a registered nurse, Dorothy C. Tipple of 
Albany, N. Y., noting the changing health needs of 
children, had this to say. “With the present focus 
on prevention of juvenile delinquency, we see the 
school’s responsibility to cooperate with parents and 
with youth agencies in the development of an en- 
vironment more conducive to social and emotional 
adjustment.” 

Those statements represent principles enunciated 
at the first annual preconvention session on school 
health, sponsored June 7 in Atlantic City by the 
7,000-member American School Health Association 
in cooperation with the A. M. A.’s Department of 
Health Education. The 130 physicians, nurses, den- 
tists, and health educators who attended the meet- 
ing also heard presentations by Dr. Gunnar Gun- 
dersen, immediate past-president of the A. M. A., 
and Ruth H. Weaver, M.D., immediate past-presi- 
dent of ASHA. By unanimous acclaim the audience 
recommended that a similar session be held in 
Miami Beach, prior to the A. M. A.’s next Annual 
Meeting. 
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Belief in Lifelong Study Cements the Medical World 


Despite differences in language, technique, and 
tradition the world’s physicians find a common 
ground in the conviction that medical practice car- 
ries with it the requirement of lifelong study. This 
will be evidenced in Chicago beginning late this 
month when the first of an estimated 1,500 doctors 
from more than 50 countries is expected to register 
for the second World Conference on Medical Edu- 
cation. The first was held in London in 1953. 

Sponsored by the World Medical Association in 
cooperation with the World Health Organization, 
the Council for International Organizations of Med- 
ical Sciences, and the International Association of 
Universities, the conference to be held Aug. 31 
through Sept. 4 will explore all phases of training 
for the profession of medicine. 

The chief aim of the conference, according to 
Dr. Louis Bauer, secretary-general of the WMA, 
is to “accelerate the raising of standards of medical 
education and medical care by providing a world 
forum for the exchange of opinions on the methods 
and problems in postgraduate medical training of 
the physician.” To accomplish this aim two of the 
four conference sections will be devoted to the 
study of advanced training for physicians, either 


Party Line to the Rescue 
In Red China Medical Tale 


If your medical miracles haven’t been up to par 
lately, maybe you are politically disoriented. . . . 

That point is made in a recent Chinese Medical 
Journal editorial which tries patiently to explain 
how extraordinary medical results can be achieved 
“when politics take the lead over scientific theory.” 

It seems that politically shortsighted Chinese 
physicians “unanimously predicted an unfavorable 
prognosis” when a steelworker suffering burns 
over “89.3% of the body surface” was brought to 
a Shanghai hospital. But, the editorial continues, 
no sooner had the assembled physicians shaken 
their heads in fatalistic despair than “a message 
was received from the Party Committee at the 
Shanghai Third Stee! Mill pleading—for the sake 
of steel production and in order not to disappoint 
the workers of the whole mill—to save the wound- 
ed worker at all cost.” This got the ball rolling, it 
appears, and the medical school’s Party Commit- 
tee quickly “analyzed the ideologic state of the 
doctors, and correctly pointed out that what could 
not be done in capitalist countries we could do.” 

A “case history” accompanying the straight- 
faced editorial is sparse in clinical detail but rife 
with melodrama and _ ideolog'cal therapeutics. 
Once their “initial error” had been made plain to 


for specialization or for continuing education. The 
remaining two sections will deal with basic clinical 
training and the development of teachers and in- 
vestigators. 

More than 120 speakers from many parts of the 
world have been invited to address either the 
plenary sessions or one of the section groups. 
Language differences will be accommodated by a 
simultaneous translation of all proceedings into 
English, French, and Spanish. 

Such an international conference has been termed 
“invaluable” by Dr. Victor Johnson, deputy presi- 
dent of the conference and director of the Mayo 
Foundation for Medical Education and Research. 
He said, “It will be a medium for the exchange of 
ideas and discoveries, a stimulus to greater efforts 
directed to a better understanding of man and 
nature, and a means of fostering good will and 
friendship between the peoples of the world.” 

That this is more than just a pious hope is indi- 
cated by the fact that the Soviet Union, although 
not a member of WMA, is expected to send a dele- 
gation to the conference and will have two speak- 
ers on the program. Poland, another nonmember, 
will also be represented. 


them, the physicians were reported to have learned 
rapidly. “Its true that diseases can be treated by 
Marxism-Leninism,” they allegedly chorused. “We 
shall make it our duty to cure all patients hence- 
forth with burns within 90%.” 

By this time the general enthusiasm seems to 
have infected even the patient, who is quoted by 
the so-called medical journal as saying, “Cure me; 
I'm needed in production. I can leave my wife 
and child, but not my furnaces.” Turning to his 
wife, who had brought his pay, he demanded to 
know, “Have you paid my Party dues?” 
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THE DIABETIC AND HIS EMPLOYMENT 
GUEST EDITORIAL 
Jean S. Felton, M.D. 


ECHANIZATION and automation in to- 
day’s industries have made possible the 
greatest potential utilization in history of 


workers with some degree of disablement. 
This change in production methodology has not 
necessarily resulted in the employment of all physi- 
cally marginal persons, but has altered the physio- 
logical demands of jobs so that those with some 
capacity could work. 

Outstanding in his effective contribution to the 
fabrication of the world’s goods has been the dia- 
betic, whose work situation has been aided even 
more by the introduction and use of orally given 
hypoglycemic agents. Recognizing this addition, 
the Committee on Employment of the American 
Diabetes Association has recently reissued its 
Statement on Employment of Diabetics,’ originally 
offered in 1952, and revised at intervals. Criteria 
are offered as guides in their employment in indus- 
try or business. 

To the prospective employer and the interested 
physician examining applicants for work, diabetics 
fall into several groups. The mild diabetic, whose 
condition is diet-controlled, in no need of insulin, 
and the selected diabetic, whose condition is con- 
trolled by a sulfonylurea compound and diet, pre- 
sent no problem in employment. Of a third group, 
severe diabetics, requiring both insulin and diet 

1. Employment of Diabetics, Statement of the Committee on Em- 
ployment, American Diabetes Association, from the Report of the 
Committee, as accepted by the Council of the Association, June 7, 1952, 
New York, American Diabetes Association, June, 1958. 

2. Analysis of Survey Concerning Employment of Diabetics in Some 


Major Industries, Organization Section, Diabetes 6:550 (Nov.-Dec.) 
1957. 


EDITORIALS AND COMMENTS 
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regulation, the well-controlled, well-regulated, co- 
operative patient should be accepted for work. It is 
the comparably categorized diabetic, however, who 
becomes the poor employment risk because of lack 
of control and regulation. Not only is this unstable 
clinical state a difficult one to care for in competi- 
tive industry and commerce but it is fraught with 
the constant threats of complications and absen- 
teeism. Unnecessary prejudice against all diabetics 
can result from the injudicious employment of the 
patient who is not motivated to good self-care 
under medical counsel. 

In a survey conducted by the Committee on Em- 
ployment of the A. D. A.,’ it was learned from 127 
companies with a total of 1,900,000 workers that 
69% employed known diabetics. Regarding their 
“experience as to reliability and absenteeism,” 51% 
felt it to be satisfactory and 47% claimed it to be 
“same as average worker.” There were differentials 
in hiring among the varieties of industries ques- 
tioned, with five out of five railroads, as an exam- 
ple, indicating that they do not employ persons 
with diabetes. The percentage of diabetics in the 
companies reporting was 0.58%, a little under the 
average for diabetics in the general population, 
estimated at 0.75%. 

The Committee on Employment has offered 
these suggested standards for employment: 1. The 
diabetic job applicant should bring a statement 
from his physician stating that he is controlled and 
is examined periodically. 2. Although the diabetic 
can perform any work for which he has physical, 
mental, and educational capacities, those who take 
large doses of insulin should not be assigned work 
wherein hypoglycemic attacks might lead to injury 
to themselves or others. In those under control 
solely by an oral preparation, symptomatic hypo- 
glycemia is not a factor. 3. The diabetic should 
work the same hours in a steady shift, but if he 
must rotate he should avoid the midnight to 8 a. m. 
tour. 4. It is wise to have key people in labor and 
management informed of the nature of diabetes 
and the possibility of coma or insulin reaction, and 
the decision regarding this should be left with the 
plant physician. 5. The diabetic should carry a card 
with him which identifies his condition. 6. When 
the usual laboratory facilities on the outside are 
available only during working hours, time for the 
company can be saved and the employee helped 
by having the industrial medical department per- 
form frequent blood sugar and urine examinations. 
7. An annual physical examination should be made 
on each diabetic. 8. The plant physician is within 
his rights if he requests another work assignment 
for the diabetic, when new complications create 
additional risks. 9. The insulin-requiring diabetic 
should be considered controlled if the fasting blood 
sugar level is not below normal and not above 150 
mg. per 100 cc. of blood, the three-hour postpran- 
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dial level is not higher than 250 mg. per 100 cc., 
all by the Folin-Wu method, and he is under regu- 
lar medical supervision. 

These standards, or criteria, are practical ones, 
and the time concession is the only one asked for 
the well-controlled diabetic worker. Persons with 
this condition have worked well in nearly all types 
of employment, and their production, attendance, 
and low injury records bespeak the wisdom of the 
utilization of this manpower. The blocks to their 
acceptance, as with other somewhat physically 
limiting conditions, are to be found in false, preju- 
dicial, frequently rationalized thinking, based on 
unsound emotional responses of the prospective 
employer. 

It is through the enlightened help of the physi- 
cian and the employer that more diabetics will be 
given opportunities to demonstrate their skill on 
the job. Needing little medical surveillance while 
at work, they can make a considerable contribution 
to the production of the world’s goods. 


THE NEW CUMULATED INDEX MEDICUS 


An agreement has been made with the National 
Library of Medicine in Washington, D. C., whereby 
the American Medical Association will publish an- 
nually in cumulated form the bibliographic refer- 
ences which appeared in the preceding year in the 
Index Medicus, a name which the present Current 
List of Medical Literature will assume in Jan- 
uary, 1960. 

The offer of the National Library of Medicine to 
provide the American Medical Association with the 
cumulated copy in film form was accepted by the 
Boacd of Trustees at the Atlantic City meeting in 
June, at which time the trustees decided also to 
discontinue publication of the Quarterly Cumula- 
tive Index Medicus with volume 60 (July-Decem- 
ber, 1956), which volume recently was mailed to 
its subscribers. The format of the new Cumulated 
Index Medicus will be closely like that of the 
Quarterly Cumulative Index Medicus, and it will 
eventually provide a truly world-wide coverage of 
medical literature, probably as many as 180,000 
titles. 

The American Medical Association will publish 
independently of the government and at its own 
cost the new Cumulated Index Medicus, and the 
Superintendent of Documents at the Government 
Printing Office in Washington, D. C., will continue 
to sell the monthly index published for many years 
by the National Library of Medicine. Those hos- 
pitals, libraries, and individuals who have been 
subscribers to Q. C. I. M. and who desire to fill the 
gap—1957-1958-1959—will be able to obtain copies 
of the Current List of Medical Literature for those 
years, through the National Library of Medicine. 

The ever-increasing amount of medical literature 
and the difficulty since World War II of finding 
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personnel fitted for this specialized work caused 
the Q. C. I. M. to fall behind its former schedule 
almost two and one-half years. The same conditions 
caused the National Library of Medicine to survey 
the field for additional help and finally to adopt 
modern machine methods which will do rapidly 
what heretofore has been done by hand. 

While this change-over has affected some 27 
faithful and devoted employees who worked on the 
Q. C. I. M., most of them have either been agree- 
ably assigned to other positions in A. M. A. head- 
quarters or have been able to obtain positions else- 
where. The devotion of these employees to 
Q. C. I. M., an index which was long a favorite of 
physicians and other medical investigators through- 
out the world, is gratefully acknowledged. 

Dr. John Shaw Billings and Dr. Robert Fletcher 
started the first Index Medicus in 1879 at the Army 
Medical Library. The American Medical Associa- 
tion began publishing the Quarterly Cumulative 
Index to Current Medical Literature in 1916. The 
two indexes were combined in 1926 and published 
by the American Medical Association as the Quar- 
terly Cumulative Index Medicus with the financial 
assistance of the Carnegie Institution in Washing- 
ton, which contributed toward the expense $10,000 
per year for five years. The Quarterly Cumulative 
Index Medicus has never been a self-sustaining 
venture, and since the termination of the agree- 
ment with the Carnegie Institution it has cost the 
Association many thousands of dollars a_ year. 
Nevertheless, the trustees looked upon this project 
as one of the finest of many efforts that the Asso- 
ciation has made to aid world progress in medicine. 
Now that the Q. C. I. M. has been discontinued, 
another—the annual Cumulated Index Medicus— 
will take its place. 


A. M. A. DISAVOWS VITAMIN 
ADVERTISEMENT 


An advertisement which cleverly implies endorse- 
ment by the American Medical Association of a 
brand of vitamin capsules has been strongly dis- 
avowed by the A. M. A. The book entitled “Book of 
Health,” edited by an A. M. A. employee, was 
offered free by Vitasafe Corporation, New York 
City, along with a supply of their capsules. The 
words, “The Official American Medical Association 
Book of Health” show up prominently in the adver- 
tisements appearing in newspapers and magazines 
along with a photograph of a bottle of the capsules. 
This was done without A. M. A. knowledge or 
approval. 

The A. M. A.’s official statement regarding vita- 
mins (THE JOURNAL, January 3, 1959, page 109) 
states that, if a healthy person’s diet contains the 
key food groups in sufficient amounts, nutritional 
supplementation is unnecessary. There has been no 
change in this policy. 
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COUNCIL ON NATIONAL DEFENSE 


give the very best possible medical care to our fel- 
low citizens at all times and under any circum- 
stances. This, of course, includes disaster medical 
care, 

Disasters can strike any time, any place, and 
they need not be caused by war to be of major 
proportions. What is a major disaster? It must be 
relative, depending on the locality affected. As an 
example, a fire or earthquake that would destroy a 
dozen blocks in a smaller city could be considered 
major, but it probably would not be so thought of 
in one of our larger cities. 

To oversimplify the answer, the functions of a 
hospital are to furnish the best possible medical 
care to the victims of a disaster, under the existing 
conditions. There are three principal possibilities 
of hospital involvement and function. 


Disaster in Hospital Itself 


The first possibility is in the event the hospital 
itself is involved in a disaster; this could be limited 
to any one hospital, as in the event of a fire or 
explosion in the hospital. In this situation, as in all 
of the others, the basic premise is that carefully 
considered plans have been drawn up and then 
tested and retested until they are so modified that 
they are as nearly perfect as humanly possible. The 
very first consideration of any hospital should be 
for this contingency and is concerned with rapid 
evacuation of patients and personnel. This may 
sound simple, but actually it involves a myriad of 
details. For every method or action, there must be 
a substitute in the event something would prevent 
its accomplishment. If a certain door is planned for 
an exit, there must be an alternative choice in case 
the door be blocked by flames or a fallen beam or 
simply jammed. If there are elevators, what is to 
be done if power fails? 

If there is not time to remove all patients, which 
will you evacuate and which will you—yes—aban- 
don? This type of decision is most difficult to make 
under the best of planning conditions but is impos- 
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It is the accepted obligation of our profession to 
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sible to make under the stress of the emergency. 
A priority system is one of the essentials and should 
be based on the future value of that person to the 
community. It follows that the highest priority 
should be given to children without preexisting 
handicaps, to women in the childbearing age, and 
to other younger adults. The aged, those suffering 
from incurable conditions and advanced degener- 
ative disease, should have the lowest priority. This 
is a repugnant thought but it is a decision that 
possibly could be forced on us. It exemplifies one 
of the basic tenets of all disaster work, no matter 
what the branch—do the best for the most. 

Planning must include a place that can be used 
as a substitute for the hospital, to which the evacu- 
ated patients can be taken. It should not be too 
near the hospital, otherwise it could also be in- 
volved in the incident that caused the hospital to be 
abandoned. Transportation must be considered, and 
large flat bed trucks, such as moving vans, are ideal 
for the mass movement of patients. 

If time and available personnel permit, small, 
essential supplies and equipment should be re- 
moved from the hospital, perhaps in pillow cases. 
Antibiotics, sedatives, antiseptics, analgesics, dress- 
ings, small instruments, syringes, and needles are but 
a partial list of things more urgently needed. A defi- 
nite understanding, preferably in writing, to cover 
this emergency removal should be had with the 
hospital ownership and/or management. A rendez- 
vous point for the staff, personnel, and employees 
of the hospital should be known to all concerned. 
This could well be the place of the substitute or 
auxiliary hospital. 


Disaster in Hospital and Area 


The second consideration is of the hospital that is 
located in a disaster area not limited to the hospital 
itself. It divides itself naturally into two possibilities 
—with and without warning of the disaster. Warn- 
ing is possible, both in war and natural disasters. 
If there is no warning, then the previously dis- 
cussed considerations would apply. 
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If there is warning, complete, orderly, and less 
hurried evacuation and dispersal can be accom- 
plished. Larger and more complete lists of the 
smaller items of supply and equipment can be 
removed, including canned and packaged food 
supplies and some cooking equipment. A new word 
and concept, “dispersal,” enters here—this, in con- 
tradistinction to the previously considered evacu- 
ation. One of the objectives in dispersal is the actual 
discharge of the maximum number of convalescent 
patients, either to the family or to a welfare service. 
There are a number of reasons for this. 

A much greater degree of cooperation also be- 
comes necessary—cooperation, undoubtedly with 
other hospitals and certainly with other services of 
the disaster organization. Communications, trans- 
portation, supply, welfare, and traffic control are 
those services that would be involved in this phase. 

During dispersal it is probable that the patients 
from several hospitals would be consolidated into 
one convoy to go to a common destination. Attend- 
ants must accompany these patients and certainly 
should include any house staff, nurses, and aides. It 
would also be most desirable for some of the attend- 
ing staff to go along. These dispersees will be pa- 
tients, some quite ill. The trip could take many 
hours, so some of these patients could require con- 
siderable attention en route. 


Hospitals in Support Areas 


All of the hospitals in the disaster areas must 
have plans for the reception and care of disaster 
victims. This phase can be discussed in the third and 
final category of hospitals that are located in the 
reception or support areas. 

The cardinal functions of hospitals in the support 
areas are (1) the discharge of the maximum num- 
ber of convalescent patients, (2) implementation of 
expansion plans, (3) reception of and care of dis- 
persed patients and disaster casualties, and (4) as- 
sistance in setting up and operating emergency 
hospitals. In view of the first two functions, for the 
satisfaction of all concerned, reliable and accurate 
intelligence is a requisite. It is very easy to visualize 
the utter demoralization that would result in any 
support area if the word were passed to put these 
plans into operation and then to have them later 
rescinded. 

Obviously the first step in making room for an 
anticipated or actual flood of patients is to dis- 
charge every possible patient currently in the hos- 
pital, to family, friends, or the welfare service. If 
there should be any urgency in this, as there could 
well be, it is essential that two provisions are 
agreed on in advance by the staff. The first is a 
current grading system of all hospital patients, 
designating those who can be immediately dis- 
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charged, those for whom some degree of medical 
supervision is desirable, and those who should be 
evacuated or dispersed and remain in the system of 
medical care. The second is the delegation of the 
necessary authority, based on the grading system, 
to certain persons to go through the hospital and 
actually order the discharges of the patients, with- 
out the actual consent at the moment of the patients’ 
attending physicians. 

The next step is the implementation of the ex- 
pansion plan. Every available square foot of space 
must be used. This does not mean simply converting 
private rooms to capacity of two or three patients. 
Auditorium, class rooms, solariums, halls, and any 
other available space must be used. If there is a 
nurses’ residence and/or a separate building for a 
school of nursing, this would be very important for 
convalescent patients and possibly for the obstetri- 
cal department. 

In the plan, careful attention should be given to 
admission of patients; this may require that the 
admitting department be relocated. In many hos- 
pitals this department could not possibly take care 
of mass admissions. Available entrances, streets, 
driveways, and parking lots are factors to be con- 
sidered, as well as adequate space. Planning should 
also provide for a first-aid facility forward of the 
admitting area to screen out the lesser injured and 
thus reserve hospital space and care for only the 
most acute and serious cases. 

Either adjacent to or very near the admitting 
area should be a large area for triage and resusci- 
tation. This is one of the most important depart- 
ments and should be supervised by one of the best 
and most experienced surgeons, who is mentally 
and emotionally well adjusted and stable. This 
requirement cannot be overemphasized, for he will 
have to make the decisions as to which patients will 
be cared for first, which ones can wait for hours, 
and even which ones must simply be kept as com- 
fortable as possible until they die. The basic prin- 
ciple is to use all facilities most efficiently, and this 
means that the highest priority for surgical care will 
be for those patients requiring short—and the word 
short demands emphasis—lifesaving procedures. In 
a major situation an operating room cannot be re- 
tained for three or four hours for one patient when 
several others could be cared for in the same period 
of time. 

The expansion plan includes the provision of 
additional surgical facilities. This may be accom- 
plished in several ways; some large operating rooms 
can have two tables instead of one, additional oper- 
ating rooms frequently can be created in the surgi- 
cal suite, and consideration should be given to the 
use of delivery rooms for surgery. More efficiency 
of operation is frequently achieved if certain floors 
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or areas of the hospital are designated for particu- 
lar types of cases, as for burns, fractures, and post- 
operative care. 

Kitchens can rarely be enlarged, but attention 
should be given to altered schedules and types of 
food. Most of the acutely ill patients will get liquids. 
The biggest problem will be that of feeding all of 
the personnel who will remain at the hospital for a 
number of days on around-the-clock schedules. 

Laboratory work will be very limited in its scope. 
Large quantities of blood will be necessary, so 
blood procurement must be arranged for. This area 
must be readily available to donors and should be 
located so that this traffic does not interfere with 
patient and attendants traffic flow. In many hos- 
pitals this will require that it be set up away from 
the existing laboratory. 

Finally, provision must be made for adequate 
morgue space, since this type of disaster results in 
an unusually high mortality rate. 

Provision should also be made for an auxiliary to 
the hospital, with minimal equipment, to which 
convalescent patients can be transferred as soon as 
their condition warrants it. This is necessary to keep 
bed space available for the constant flow of acutely 
ill patients acmitted, that could very well extend 
over a number of days. 

Another function that poses a perplexing person- 
nel problem is concerned with the 200-bed emer- 
gency hospitals. Our plan is to use these units as 
nuclei around which will be created hospitals of 
from 500-bed to 1,000-bed capacity. Many of the 
units have been prepositioned in localities consid- 
ered to be safe distances from anticipate’ danger 
zones. These safe areas naturally are in the more 
sparsely populated counties. The problem is com- 
pounded by the expected tremendous increase in 
the population of these counties, of both well 
evacuees and those requiring medical care and 
treatment of wounds, plus the normally small num- 
ber of medical and allied personnel and the few 
hospital beds available in these counties. The only 
possible answer is the reinforcement of the ex- 
panded existing hospitals by these enlarged emer- 
gency hospital units. 

In a situation of dispersal, these units should be 
set up at their original capacity and be used to care 
for the hospital patients from the danger zones. This 
would permit the personnel to become familiar with 
the hospital under the most favorable conditions 
and at the same time would conserve the beds in 
the existing hospitals for the first influx of casualties. 
On notification of the occurrence of the disaster, 
expansion could be affected. If the disaster occurred 
without warning, the units would be set up at once 
at their expanded capacity. 
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The personnel shortage will eventually be greatly 
alleviated by the arrival of medical and allied per- 
sonnel from the dispersed areas. A few will arrive 
with the convoys of the hospital patients. Others 
will come to the area by prearrangement or as 
members of the dispersed population. Suddenly, 
under the most unfavorable professional and emo- 
tional conditions, there will be thrown together 
doctors from different sections of the state who have 
widely differing backgrounds of culture, training, 
ability, and experience. Here is where cooperation, 
understanding, teamwork, and the suppression of 
professional pride and vanity will be important. 

As the dispersed persons arrive, an additional 
function of the hospitals, and especially the im- 
provised emergency type, will be to furnish care for 
these people. Hospitalization by necessity must be 
restricted to the care of only the patients with the 
most acute and urgent conditions. Many patients 
who normally would be treated in hospitals will be 
cared for in some other manner. This same type of 
minimal care will also apply to the resident popu- 
lation. 

A few of the basic concepts relative to the func- 
tions of hospitals in major disasters have been 
superficially discussed. Briefly stated, the functions 
are (1) the protection and safeguarding of the 
present hospital patients, (2) the best possible care 
of the disaster victims, under the circumstances, 
following the dictum of doing what is best for the 
most, (3) minimal care for the resident population, 
and (4) minimal care for the dispersed. 
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Space Medicine Course.—The School of Aviation 
Medicine will offer a new advanced course in 
aerospace medicine to senior medical officers from 
the air forces of our allies at its new home at 
Brooks Air Force Base, Texas. The starting date 
for the first course is Sept. 8. Prerequisites for at- 
tendance in the 27-week course include prior satis- 
factory completion of the primary course in avia- 
tion medicine conducted by the school; a minimum 
of one year of practice in aviation medicine sub- 
sequent to completion of the primary course; and 
a reading, writing, and speaking knowledge of the 
English language. The purpose of the course is 
to prepare allied senior medical officers for pro- 
fessional responsibilities as aviation medicine con- 
sultants, investigators, teachers, and directors of 
programs in their respective air forces. The course 
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will consist of 1,078 instruction hours, divided into 
three parts: part 1, academic aviation medicine; 
part 2, physiological training program; and part 3, 
practical aspects of aviation medicine. The latter 
will be conducted at air training command bases 
with instruction and supervision by practicing air 
force flight surgeons. 


Personal.—Col. Lawrence J. Milch, chief of the 
department of pharmacology-biochemistry at the 
Air Force School of Aviation Medicine and recent 
winner of the Air Force’s commendation medal for 
his work in heart diseases and motion sickness, 
will become deputy commander of the 6,102nd Air 
Base Wing at Yokota, Japan. 


ARMY 


Personal.—Brig. Gen. Thomas J. Hartford, Army 
Medical Corps, was appointed deputy surgeon gen- 
eral of the United States Army. His predecessor, 
Major Gen. James P. Cooney, has been named 
chief surgeon, U. S. Army, Europe. 


PUBLIC HEALTH SERVICE 


Dr. Freund Honored.—Dr. Jules Freund, interna- 
tionally known immunologist, was selected as re- 
cipient of a special citation from the Allergy Foun- 
dation of America. Dr. Freund is in charge of basic 
studies on allergy and immunology at the National 
Institutes of Health, U. S. Public Health Service, 
Bethesda, Md. The allergy foundation is a non- 
profit organization which operates a program of 
public and professional education and training in 
the field of allergic diseases with headquarters at 
801 Second Ave., New York 17. One of Dr. Freund’s 
most important contributions was his demonstration 
of the increased effectiveness of vaccines in which 
the protective materials are incorporated in water- 
in-oil emulsions. The latter, known as Freund's 
adjuvant, has provided tools used routinely in basic 
laboratory research by immunologists here and 
abroad. 


New Indian Service Hospital.—The Public Health 
Service awarded a $1,391,700 contract for construc- 
tion of a 50-bed hospital and staff living quarters at 
Sells, Ariz., to serve the Papago Indians. Since 
1947, when the Oasis Hospital at Sells was destroyed 
by fire, Papago Indians have been served by the 
Public Health Service Indian Hospital at Tucson, 
150 miles away. The new hospital will include out- 
patient and field health facilities for additional 
services to about 8,000 beneficiaries living in 73 
isolated villages of the 4,000-square mile Papago 
Reservation. The new, centrally-located hospital 
should be completed by 1961. 
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NATIONAL SCIENCE FOUNDATION 


Postdoctoral Awards.—Applications will be ac- 
cepted through Sept. 1 by the National Science 
Foundation for a second group of postdoctoral fel- 
lowships. Fellowships will be awarded in medical 
and other science fields. Names of successful fellow- 
ship candidates will be announced on Oct. 15, To 
be eligible for postdoctoral fellowships, candidates 
must be citizens of the United States with special 
aptitude for advanced training and must hold the 
doctoral degree or have the equivalent in training 
or experience. Fellows will be selected on the 
basis of ability as evidenced by letters of recom- 
mendation and other evidence of scientific attain- 
ment. Candidates’ qualifications will be evaluated 
by carefully chosen panels of scientists operating 
under the aegis of the National Academy of Sci- 
ences—National Research Council. Final selection 
on fellows will be made by the National Science 
Foundation. 

A stipend of $4,500 per year will be awarded to 
successful applicants. Dependency allowances will 
be made to married fellows. Fellows may engage 
in study and/or research at any accredited non- 
profit institution of higher education in the United 
States or any nonprofit foreign institution of higher 
education. A limited allowance to aid in defraying 
a fellow’s cost of travel will also be available. Ap- 
plication materials may be obtained by writing to 
the Fellowship Office, National Academy of Sci- 
ences—National Research Council, 2101 Constitution 
Avenue, N. W., Washington 25, D. C. 


Research Laboratories.—The National Science 
Foundation has a new program for renovation 
and/or construction of graduate level (doctoral ) 
research laboratories at institutions of higher educa- 
tion. Generally speaking, equipment to be supported 
will be limited to standard fixed equipment (e. g., 
laboratory benches, built-in refrigerators, etc.), 
whether the grant is for construction of a new 
laboratory or the renovation of an existing one. Pro- 
posals pertaining to laboratories for research use in 
any area of the basic sciences will be considered, 
but the foundation will not consider requests for 
support of facilities to be used primarily for instruc- 
tional purposes. Grants made under this program 
will require matching by the institution, from non- 
federal sources, to the extent of at least 50% of the 
direct costs to be incurred. Proposals should be 
submitted to the division of biological and medical 
sciences, National Science Foundation, Washington 
25, D. C., by Dec. 1, 1959. In most cases it will be 
helpful to address an inquiry to the appropriate 
division of the foundation before preparing the 
proposal. It is anticipated that grants under this 
program will be made about June 1, 1960. 
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MEDICAL NEWS 


COLORADO 

Dr. Stonington Named Division Head.—Dr. Oliver 
G. Stonington, member of the volunteer faculty of 
the University of Colorado School of Medicine, 
Denver, since 1950, was named head of the division 
of urology in the department of surgery on a full- 
time basis. The appointment is effective Sept. 1. 
The position previously has been filled by volunteer 
faculty members on a part-time basis. Dr. Stoning- 
ton is a diplomate of the American Board of 
Urology. He reportedly was instrumental together 
with Dr. Joseph H. Holmes, professor of medicine, 
in introducing the artificial kidney to the University 
Medical Center with which more than 250 patients 
have been treated. 


GEORGIA 

State Medical Election.—Officers for 1959-1960 of 
the Medical Association of Georgia are: president, 
Dr. Luther H. Wolff, Columbus; president-elect, 
Dr. Milford B. Hatcher, Macon; immediate past- 
president, Dr. Lee Howard Sr., Savannah; first 
vice-president, Dr. Corbett H. Thigpen, Augusta; 


second vice-president, Dr. Walter P. Rhyne, Albany; 
secretary, Dr. Christopher J. McLoughlin, Atlanta; 
speaker of the house, Dr. Thomas W. Goodwin, 
Augusta; vice-speaker of the house, Dr. Fred H. 
Simonton, Chickamauga. 


HAWAII 

Health Record of New State.—Statisticians of the 
Metropolitan Life Insurance Company reported 
that tuberculosis mortality in the civilian population 
of Hawaii was down to 3.1 per 100,000 in 1957, a 
decrease of more than 50% in two years and of about 
95% since 1940. The 1957 death rate from influenza 
and pneumonia was only 25.6 per 100,000—half that 
of 1940. At the same time, the principal communi- 
cable diseases of childhood (measles, scarlet fever, 
whooping cough, and diphtheria) and typhoid fever 
have been practically eliminated as causes of death. 
The infant mortality rate in 1957 was 24 per 1,000 
live births, compared with 44 in 1940. Currently 
three-fourths of the infant deaths occur in the first 
month; the comparable proportion in 1940 was 
three-fifths. Over the same period, maternal mor- 
tality has dropped from 2.4 per 1,000 live births to 
0.4. Leading causes of death in Hawaii are heart 
disease (first) and cancer (second). Next in order 
were diseases of early infancy, cerebral hemorrhage, 
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accidents, and influenza and pneumonia. Accidents 
are the leading cause of death in the 1-24 age group, 
nearly 45% of the fatal accidents in this age group 
resulting from motor vehicle mishaps. Longevity in 
Hawaii compares with that for continental United 
States. According to the life table for 1949-1951, the 
latest available for Hawaii, the average length of 
life for males was 67.76 years. The average for 
females was 71.29 years. 


ILLINOIS 

Society News.—Dr. Charles K. Petter, Waukegan, 
was reelected president of the Illinois Tuberculosis 
Association May 25 at the annual meeting in Chi- 
cago. Reelected treasurer of the organization was 
Dr. Jesse A. Stocker, Springfield. Meeting in con- 
junction with the association was the Illinois 
Trudeau Society, medical section of the state tuber- 
culosis association. Officers elected were: president, 
Dr. Darrell H. Trumpe, Springfield; president-elect, 
Dr. Meyer R. Lichtenstein, Chicago; and secretary- 
treasurer, Dr. Raymond H. Runde, Peoria.——The 
officers for the Illinois Society of Pathologists for 
the coming year are Drs. Franklin J. Moore, Chi- 
cago, president, and James R. Thompson, Chicago, 
secretary-treasurer. The president of the society is 
the chairman of the pathology section of the Illinois 
State Medical Society and the secretary-treasurer is 
the secretary of the section. 


KENTUCKY 

Personal.—Dr. George W. Pedigo Jr., Louisville, 
recently became the first physician ever to be ap- 
pointed to the Board of Directors of the Kentucky 
Chan:ber of Commerce. Dr. Pedigo is associate edi- 
tor of the Journal of the Kentucky State Medical 
Association, vice-speaker of the house, and was re- 
cently elected president-elect of the Jefferson 
County Medical Society.——Dr. Daryl P. Harvey, 
Glasgow, was appointed by President Eisenhower 
as a member of the President's Citizens Advisory 
Committee on the Fitness of American Youth. This 
committee, which serves in an advisory capacity to 
the Council on Youth Fitness, considers and eval- 
uates “existing and prospective governmental and 
private measures conducive to the achievement of 
a happier, healthier, and more completely fit Ameri- 
can Youth.” Membership is appointed from all 
sections of the nation. Last November Dr. Harvey 
was appointed a vice-chairman of the 1960 White 
House Conference on Children and Youth. Dr. 
Harvey is currently serving as president of the 
Kentucky Academy of General Practice. 
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MASSACHUSETTS 

Professors Retire.—Three professors retired from 
Harvard University on July 1, to become professors 
emeriti. They are Dr. Leland S. McKittrick, Brook- 
line, clinical professor of surgery; Dr. Joe Vincent 
Meigs, Boston, clinical professor of gynecology; 
and Dr. Francis C. Newton, Boston, clinical profes- 
sor of surgery. Dr. McKittrick has been associated 
with Harvard Medical School since 1932. Dr. Meigs 
has served as clinical professor of gynecology at 
Harvard since 1941 and has been associated with 
the Medical School since 1932. Dr. Newton was ap- 
pointed in the department of surgery at Harvard as 
an associate in surgery in 1920. 


Personal.—Dr. Walter F. Lever, of Chestnut Hill, 
who was associated with Harvard Medical School 
and Massachusetts General Hospital, will be the 
principal investigator of a new research depart- 
ment in dermatology at the Boston Dispensary. He 
will head the department of dermatology and 
syphilology at the dispensary. He also has been ap- 
pointed clinical professor of dermatology at Tufts 
College Medical School._—Dr. Robert R. Mezer, of 
Boston, was appointed coordinator of the psychiatry 
training program at the Boston University Law- 
Medicine Research Institute. Dr. Mezer will also 
serve as assistant professor of legal psychiatry at 
the university's School of Law, and an assistant 
professor of psychiatry at the university’s School of 
Medicine.——Dr. Robert H. Hamlin, Washington, 
D. C., assistant to Arthur Flemming, Secretary of 
the Department of Health, Education and Welfare, 
resigned to become professor of public health ad- 
ministration in the Faculty of Public Health at 
Harvard University, Boston. 


Program in Pharmacology and _ Biostatistics.—A 
training program in clinical pharmacology and bio- 
statistics related to diseases of the heart and blood 
vessels was established at the Lemuel Shattuck Hos- 
pital in Boston and the Harvard Medical School 
under a grant from the National Heart Institute of 
the National Institutes of Health. The program, 
which opened July 1, includes a combination of 
on-the-job training in the planning and execution of 
therapeutic trials and formal instruction in research 
techniques related to clinical pharmacology. Both 
the pre- and postdoctoral candidates will partici- 
pate in the program. Course work will be available 
at the Lemuel Shattuck Hospital, the Harvard 
Medical School, and the Harvard School of Public 
Health. The candidates will be concerned with re- 
search projects in progress at the hospital. Dr. 
Frank A. Howard, research associate in pharma- 
cology at Harvard, will direct the program in col- 
laboration with Dr. Mindel C. Sheps, Boston, 
assistant professor of preventive medicine, and Dr. 
Thomas C. Chalmers Jr., Boston, clinical associate 
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in medicine at Harvard. Candidates for the post- 
doctoral degrees are required to have an M.D. 
degree and should have completed the first portion 
of their training in internal medicine. Predoctoral 
candidates must have a B.A., M.S., B.S., or Ph.D. 
degree. Medical students will be required to have 
the recommendation of the dean of the faculty of 
medicine in their universities. 


MICHIGAN 

Dr. Hubbard Named Dean.—Dr. William N. Hub- 
bard Jr., associate dean of the New York University 
College of Medicine, New York City, was appointed 
dean of the University of Michigan Medical School, 
Ann Arbor. The new dean succeeds Dr. Albert C. 
Furstenberg, who has headed the Medical School 
since 1935. Dr. Hubbard is the fifth person to carry 
the title of “dean” and the eighth to serve as ad- 
ministrative head of the Medical School since it was 
founded in 1850. 


Dr. Foust Goes to Africa.—Dr. Joseph C. Foust, 
general practitioner from Ionia, left June 19 to 
spend a lifetime in the back country of Tanganyika, 
sponsored by the Foundation for All Africa, Inc., a 
nonsectarian group that devotes itself to furthering 
“person-to-person” contacts between Africans 
and Americans. Dr. Foust is taking along a truck, 
a house trailer, and his wife and six children. He 
is paying for the trip himself and “will devote his 
time to treating sick natives.” “The decision to go 
to Africa was taken about a year ago,” Dr. Foust 
said. “It is a matter of charity and justice.” The 
family disembarked at Capetown in July to start a 
1,500-mile drive to the village of Mboya on the 
south-central plains of Tanganyika. 


MINNESOTA 

Personal.—Dr. Walter A. Fansler, emeritus clinical 
professor of surgery, University of Minnesota Medi- 
cal School, Minneapolis, was made an honorary 
member of the Royal Society of Medicine (Proc- 
tologic Section) at the joint meeting of the Royal 
Society of Medicine and the American Proctologic 
Society in London, England, July 1.——Dr. R. Drew 
Miller, consultant in medicine in the Mayo Clinic 
and assistant professor of medicine in the Mayo 
Foundation, Graduate School, University of Minne- 
sota, was appointed assistant director of the Mayo 
Foundation by the board of regents of the Univer- 
sity. Dr. Miller will continue to devote about half 
his time to the practice of internal medicine in the 
Mayo Clinic.——Dr. Reginald G. Bickford, head of 
the electroencephalographic laboratories of the 
Mayo Clinic, Rochester, was appointed a member 
of the Neurology Study Section of the National 
Institutes of Public Health, a unit of the U. S. De- 
partment of Health, Education and Welfare. 
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MISSISSIPPI 

Surgeons Meeting in Gulfport.-The Mississippi 
Chapter of the American College of Surgeons will 
meet at the Edgewater Hotel Sept. 11-12 at Gulf- 
port. All members of the medical profession are 
invited. A panel of Dr. Henry W. Scott Jr., Nash- 
ville, Tenn.; Dr. Oscar Creech, New Orleans; Dr. 
James D. Hardy, Jackson; and Dr. Mark C. Wheel- 
ock, Chicago, is planned. For information, write Dr. 
Archibald C. Hewes, president, Mississippi Chapter, 
American College of Surgeons, Hewes Building, 
Gulfport, Miss. 


MISSOURI 

Dr. Wilson Comes to Columbia.—Dr. Vernon E. 
Wilson, acting dean of the University of Kansas 
School of Medicine, Kansas City, has been ap- 
pointed dean of the School of Medicine at the 
University of Missouri, Columbia. Dr. Wilson will 
assume his duties Nov. 1. He will succeed Dr. 
Gwilym S. Lodwick, who has been acting dean of 
the School of Medicine since Dr. Roscoe L. Pullen 
resigned the deanship on March 24. Dr. Wilson, 
chairman of the Governor's Advisory Committee on 
State Institutions (Kansas), went to the University 
of Kansas to be assistant dean of the School of 
Medicine and assistant professor of pharmacology 
in 1953. In 1957 he was promoted to associate dean 
and on May 15 of this year, he was appointed acting 
dean of the School of Medicine and acting director 
of the University of Kansas Medical Center, to 
serve until Oct. 15. 


NEW HAMPSHIRE 

Dr. Weiss Named Psychiatry Chairman.—Dr. Rob- 
ert J. Weiss assumed the position of professor and 
chairman of the department of psychiatry, Dart- 
mouth Medical School, Hanover, effective July 1. 
He resigned his positions in the department of 
psychiatry, College of Physicians and Surgeons, 
Columbia University and the Presbyterian Hospital, 
New York City. 


NEW JERSEY 

Personal.—Dr. John J. Butler was appointed direc- 
tor of medical education at St. Michael's Hospital, 
Newark, and associate professor in the department 
of medicine, Seton Hall College of Medicine and 
Dentistry. Dr. Butler was formerly director of 
medical education at St. Mary’s Hospital, Roches- 
ter, N. Y.——Dr. Selman A. Waksman, co-discoverer 
of streptomycin and Nobel Prize winner, has retired 
as director of the Rutgers Institute of Microbiology. 


NEW YORK 

New York City 

Break Ground for New Hospital.—Groundbreaking 
for the new University Hospital of New York Uni- 
versity's medical center took place July 7. Official 
ceremonies for the founders and friends of the hos- 
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pital will take place in September. The new 19- 
story, 600-bed general hospital, to replace the 
present University Hospital at 303 E. 20th St., will 
contain a number of special institutes and pavilions 
—among them the Institute of Neuromuscular Dis- 
eases (provided by the Sister Elizabeth Kenny 
Foundation ), the Institute of Reconstructive Plastic 
Surgery (provided by the Society for the Rehabili- 
tation of the Facially Disfigured), the William J. 
Wollman Memorial Pavilion for Children, the Lila 
Motley Radiation Pavilion, the Louis Altschul Car- 
diac and Hypertension Clinic, the Irvington House 
Institute for Rheumatic Fever and Allied Diseases, 
the Milton B. Rosenbluth Diagnostic Clinic, the 
Julius S. Rippel Laboratories, and the Alfred P. 
Sloan Radioisotope Laboratory. Construction of the 
hospital will complete the NYU-Bellevue Medical 
Center 50-million-dollar development program 
started in 1948. 


Personal.—Dr. Leonard Greenburg, commissioner 
of the New York City Department of Air Pollution 
on Control, was elected president of the Air Pollu- 
tion Control Association.——Dr. Abraham Jablons 
was elected president of the Alumni Association of 
the State University of New York Downstate Medi- 
cal Center in Brooklyn.——Dr. Harvey J. Tompkins, 
director of the division of psychiatry, St. Vincent's 
Hospital, was elected president of the Academy of 
Religion and Mental Health. 


Hospital News.—Dr. Ponciano D. Manalo, of Ma- 
nila, Philippines, was awarded the $500 Travel 
Fellowship of the Department of Plastic Surgery at 
the Mount Sinai Hospital, New York City.——Dr. 
Joseph E. Mule was appointed director of surgery 
at Saint John’s Episcopal Hospital, Brooklyn. Dr. 
Mule, who received his M.D. at the University of 
Rome Medical School in 1940, has been on staff of 
Saint John’s Episcopal Hospital since June 30, 1947, 
and founded the Tumor Registry (accredited by 
the American College of Surgeons ) in 1954. He suc- 
ceeds Dr. Clarence Dennis, Brooklyn, who recently 
resigned. 


Fellowships for Tuberculosis Research.—Fellow- 
ships and grants amounting to $100,000 are being 
offered by the New York Tuberculosis and Health 
Association under its recently expanded research 
program. One of its grants is the James Alexander 
Miller Fellowship, named in honor of the physician 
who was one of the organizers and first president 
of the association. Carrying a stipend of $7,000 to 
$10,000 depending on need, this fellowship is of- 
fered to a “highly qualified” investigator to enable 
him to pursue research work anywhere in the 
United States in a field of interest of the association. 
Candidates who do not receive the Miller Fellow- 
snip may be awarded a fellowship carrying a smaller 
stipend. Priority for these fellowships is given to New 
York City area applicants. In addition, the associa- 
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tion offers grants for the support of the work of 
established researchers whose studies have a po- 
tential relationship to the problems of tuberculosis. 
The work must be in medicine, sociology, epidemi- 
ology, or the basic sciences, and the project must 
be conducted in an approved university, hospital, or 
other institution in the New York City area. Appli- 
cations for fellowships must be made by Nov. 15, 
while those for grants-in-aid are due at least six 
months prior to the date when the contemplated 
project is scheduled to start. Forms may be obtained 
by writing the New York Tuberculosis and Health 
Association, 260 Park Ave. South, New York 10. 


OREGON 

Personal.—Dr. Robert G. Pittenger, Portland, is the 
new director of the Pacific Northwest Regional 
Blood Program, succeeding Dr. Bernard Pirofsky, 
who resigned his post recently to join the staff at 
the University of Oregon Medical School.——Dr. 
John A. Benson Jr., recently on the faculty in the 
department of medicine at Harvard Medical School, 
Boston, will become associate professor of medicine 
and head of the division of gastroenterology, Uni- 
versity of Oregon Medical School, Portland. He will 
replace Dr. George B. Long, Portland physician, 
who has been acting head of the division on a part- 
time basis for several years. Dr. Long will remain 
on the faculty as an associate clinical professor. 


TENNESSEE 

Tennessee Valley Assembly.—On Sept. 28-29, the 
Tennessee Valley Medical Assembly will be held at 
the Read House, Chattanooga, sponsored by the 
Chattanooga and Hamilton County Medical Society. 
The program includes 17 scheduled papers, among 
which is “The Decisive Edge,” by Dr. Louis M. 
Orr, Orlando, Fla., president, American Medical 
Association. Speaker at the banquet, Sept. 28, 
7 p. m., will be Dr. Morris Fishbein, professor 
emeritus (Rush) University of Illinois, College of 
Medicine, Chicago, who will present “Medicine and 
the Changing Social Order.” Registration fee ($15, 
payable to Tennessee Valley Medical Assembly ) 
should be sent to Chattanooga Convention and 
Visitors Bureau, 819 Broad St., Chattanooga, Tenn. 
The program is approved for category I credit for 
members of the American Academy of General 
Practice. 


University News.—At the invitation of the depart- 
ment of surgery, Meharry Medical College, Nash- 
ville, Dr. George T. Pack, of New York City, de- 
livered the 12th annual Hale-McMillan Lecture 
April 30. The subject of this lecture was “Sarcomas 
of the Soft Somatic Tissues."-——Feodor Lynen, 
Ph.D., a biochemist, from Munich, Germany, was 
the guest of Meharry Medical College March 26-28. 
His visit was made possible through the courtesy of 
the Squibb Centennial Lecture Committee. 
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TEXAS 

Southwest Cancer Conference.—The 13th annual 
Southwest Regional Cancer Conference, sponsored 
by the Tarrant County Medical Society and the 
Tarrant County Unit, American Cancer Society, will 
be held Sunday, Sept. 20, at the Fort Worth 
Academy of Medicine. Speakers will include, Dr. 
Shields Warren, professor of pathology, Harvard 
University; Dr. Eugene P. Pendergrass, professor of 
radiology, University of Pennsylvania, and Dr. War- 
ren H. Cole, professor of surgery, University of 
Illinois. For information, write the American Cancer 
Society, Tarrant County Unit, 264 West 11th St., 
Ft. Worth, Texas. 


UTAH 

New Address.—The Utah Tuberculosis and Health 
Association announced that its new address is In- 
land Building, 1941 S. 11th E., Salt Lake City 5, 
Utah (Telephone: INgersoll 6-9101). 


VERMONT 

University News.—A Ph.D. program in the Univer- 
sity of Vermont College of Medicine department of 
pharmacology has been approved by the university 
trustees. It is anticipated the program will become 
effective during the fall of 1959. It becomes the 
second Ph.D. program at the university. 


WEST VIRGINIA 

Dr. Boysen Named Child Health Director.—Dr. 
Theophilus H. Boysen, III, chief of obstetrics and 
gynecology at Man Memorial Hospital in Man since 
1956, accepted an appointment as full-time director 
of the division of maternal and child health of the 
State Department of Health. The office in the State 
Department of Health has remained vacant since 
Nov. 16, 1956, when the then director, Dr. Helen B. 
Fraser, resigned to accept a similar post with the 
Kentucky State Department of Health at Lexington. 
Prior to becoming a member of the staff of the Man 
Memorial Hospital, Dr. Boysen engaged in private 
practice at York, Pa. 


Society News.—The West Virginia Academy of 
Ophthalmology and Otolaryngology in June elected 
the following officers for the coming year: president, 
Dr. Nime K. Joseph, Wheeling; president-elect, Dr. 
John A. B. Holt, Charleston; vice-president, Dr. Wil- 
liam K. Marple, Huntington; secretary-treasurer, 
Dr. Albert C. Esposito, Huntington; director for 
two years, Dr. James T. Spencer Jr., Charleston. The 
next meeting will be Aug. 20-23 at the Greenbrier 
Hotel, White Sulphur Springs.——The officers 
elected by the West Virginia State Society of 
Allergy for 1959-1960 are: president, Dr. Sarah L. 
C. Stevens, Huntington; vice-president, Dr. Marsh- 
all J. Carper, Charleston; and secretary-treasurer, 
Dr. Merle S. Scherr, 803 Atlas Building, Charleston, 
W. Va. 
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Personal.—Dr. Edward J. Van Liere, Morgantown, 
dean of the West Virginia University School of 
Medicine, has been elected an affiliate of the Royal 
Society of Medicine, London, England. The society 
was founded in 1805 and chartered in 1834.—— 
Dr. Robert P. Hagerman, recently retired from 
service with the Department of Justice, has been 
named by Dr. Richard J. Lilly, head of the West 
Virginia State Department of Mental Health, as 
superintendent of Weston State Hospital. He suc- 
ceeds Dr. Lilly, who has served as superintendent 
during the past several months. 


WYOMING 

State Medical Election.—Elected officers of the 
Wyoming State Medical Society are: Drs. Benjamin 
Gitlitz, Thermopolis, president; Francis A. Barrett, 
Cheyenne, president-elect; S. J. Giovale, Cheyenne, 
vice-president; Frederick H. Haigler, Casper, secre- 
tary; Carleton D. Anton, Sheridan, treasurer; Albert 
T. Sudman, Green River, delegate to A. M. A.; and 
Bernard J. Sullivan, Laramie, alternate delegate to 
A. M. A. 


GENERAL 

Change of Address.—Mail intended for the Joint 
Commission on Mental Illness and Health, its offi- 
cers, or its staff should be addressed as follows: 
Joint Commission on Mental Illness and Health, 
Massachusetts Mental Health Center, 74 Fenwood 
Road, Boston 15. Following conclusion of the study 
projects of the National Mental Health Survey on 
June 30, editorial offices will be maintained at the 
new address until publication work on the mono- 
graph series and final report is complete. 


Books for Philippine Medical Library.—A request 
for medical books and journals from A. M. A. mem- 
bers has been received from Dr. Mercedes V. 
Planas, of Cebu City, Philippines, for the Cebu 
Medical Library. The organization, “Books for 
Asian Students,” has agreed to handle the shipping. 
Publications should be shipped by motor freight, 
collect (not Railway Express or moving van). The 
shipment should be addressed to Cebu Medical 
Library, © Books for Asian Students, 21 Drumm 
St., San Francisco 11, Calif. Packing in ordinary 
cardboard cartons tied with rope is sufficient. Pack- 
ages will be repacked for overseas shipment. Dr. 
Planas’ address is P. O. Box 55, Cebu City, Philip- 
pines. 


Physicians to Tour Russia.—Six American physicians 
will begin an exchange mission to Russia on Sept. 5, 
from Helsinki, Finland. They are Drs. Clifford J. 
Barborka, Chicago; William B. Castle, Boston; 
James Murray Luck, Palo Alto, Calif.; Currier 
McEwen and William 1. Sebrell Jr., of New York 
City; and Floya S. Daft, of Bethesda, Md. The tour 


will proceed first to Moscow to visit medical insti- 
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tutes and laboratories and then start a month-long 
itinerary which will include Leningrad, Sochi, 
Sukhumi, Kiev, and Odessa. Dr. Barborka, presi- 
dent, American Gastroenterology Association, is 
taking a previous tour to coordinate a program of 
medical researches in gastroenterology, which will 
take him to Sweden, France, Spain, the Netherlands, 
Germany, England, and Switzerland. 


Otorhinolaryngological Congress in Paris.—The 57th 
French Congress of Otorhinolaryngology will take 
place Oct. 19-22 in the Grand Amphitheater of the 
Faculty of Medicine, rue de l’Ecole de Médecine, 
under the presidency of Dr. Andre Soulas, of Paris, 
and the honorary presidency of Prof. L. Binet, dean 
of the Faculty of Medicine of Paris. The program 
includes presentation of papers, and two reports 
will be discussed: (1) Surgery for Deafness—Its 
Present State, Its Future, and (2) The Laryngolo- 
gist and Actual Data on Treatment of Acute Re- 
spiratory Insufficiencies. An exposition of surgical 
instruments, appliances, and pharmaceutical special- 
ties will be held in the Hall of the Faculty. For 
information, write the General Secretary, Dr. Henry 
Guillon, 6, Avenue MacMahon, Paris 17, France. 


Research Fellowships and Grants.—The Life In- 
surance Medical Research Fund is receiving appli- 
cations for two types of awards to be available 
July 1, 1960, as follows: (1) Until Oct. 15, 1959, 
for postdoctoral research fellowships. Candidates 
may apply for support in any field of the medical 
sciences. Preference is given to those who wish to 
work on fundamental problems, especially those 
related to cardiovascular function or disease. Mini- 
mum stipend is $4,500 with allowances for de- 
pendents and necessary travel. (2) Until Nov. 1, 
1959, for grants to institutions in aid of research 
on cardiovascular problems. Support is available 
for physiological, biochemical, and other basic work 
broadly related to cardiovascular problems as well 
as for clinical research in this field. Information and 
application forms may be obtained from the Scien- 
tific Director, Life Insurance Medical Research 
Fund, 345 E. 46th St., New York 17. 


Occupational Health Congress in New York.—The 
13th International Congress on Occupational Health 
will be held July 25-29, 1960, at the Hotel Wal- 
dorf—Astoria, New York City, organized under the 
auspices of the International Association on Occu- 
pational Health. The program will include physi- 
cians, nurses, industrial hygienists, and representa- 
tives from more than 40 countries. The following 
aspects on occupational health will be considered: 
administrative methods, medical and surgical prac- 
tices, education and training, social and legal 
aspects, work physiology and psychology, environ- 
mental factors in health, environmental hygiene, 
and hazards of specific industries. Persons who wish 
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to present papers at the congress should obtain 
information by writing Dr. Irving R. Tabershaw, 
Chairman of the Scientific Program Committee, In- 
ternational Congress on Occupational Health, 375 
Park Ave., New York City. 


Medical Writers’ Meet in St. Louis.—The 16th an- 
nual meeting of the American Medical Writers’ 
Association will be held at the Chase Hotel, St. 
Louis, Oct. 2-3, under the presidency of Dr. Morris 
Fishbein, Chicago. There will be morning, after- 
noon, and evening sessions on Oct. 2 and a four- 
hour conference on medical writing the morning of 
Oct. 3, under the chairmanship of Dr. William D. 
Snively Jr., of Evansville, Ind. The conference will 
comprise three sections: Technical Aspects of Medi- 
cal Writing, Contributions of Other Arts and Sci- 
ences to Medical Writing, and Technical Aspects of 
Publishing and Editing. Over 30 speakers are on the 
program. A complete program may be obtained 
from Dr. Harold Swanberg, Secretary, W. C. U. 
Building, Quincy, Ill. (The meeting will be pre- 
ceded by the 24th annual meeting of the Mississippi 
Valley Medical Society at the Chase Hotel, Sept 
29-Oct. 1.) 


Surgeon Wins Golf Tournament.—Dr. Gerald F. 
Dederick Jr., Hackensack, N. J., surgeon, won top 
honors at the American Medical Golfing Associa- 
tion 43rd annual tournament with a low gross total 
of 69. About 200 physicians teed off in the tourney 
which was played on two courses at the Seaview 
Country Club. For Dr. Dederick, it was a repeat 
performance, since he topped the physician-golfers 
at the tournament which was held in conjunction 
with the 1954 A. M. A. annual meeting in Atlantic 
City. Dr. James O. Smith, general practitioner of 
Clinton, Mo., had a low net championship with a 
64. He shot an 80 and had a 16 handicap. In the 
senior class (60 and over) Dr. Edward J. Kempf, 
Wading River, N. Y., shot 81 for low gross honors. 
Dr. Paul E. Reeves, Scottsville, N. Y., and Francis 
L. MeNelis, Providence, R. L., were winners in the 
Calloway (undetermined handicap) class. Dr. 
James C. McLaughlin, Philadelphia, was succeeded 
as president of the association by Dr. John A. 
Growden, of Kansas City. 


Grants-in-Aid for Nutrition Research.—The National 
Vitamin Foundation wishes to bring to the attention 
of those engaged in clinical and basic research in 
nutrition, biochemistry, and metabolism its current 
major interest “in the support of research, prefer- 
ably on man, most likely to advance our understand- 
ing of the diverse metabolic functions of the 
vitamins.” Research on vitamin nutrition and me- 
tabolism in the areas of (1) mental health and (2) 
skin eruptions related to drug ingestion and aller- 
gies is encouraged, and applications for grants-in-aid 
of such research from interested and qualified in- 
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vestigators are invited. Application forms may be 
obtained from the offices of the foundation at 149 
E. 78th St., New York 21, N. Y. The foundation 
takes action on applications twice a year, in the 
spring and fall. For grants to be effective July 1, 
applications should be mailed to the foundation be- 
fore the preceding March 1; for January grants, 
applications should be in the possession of the 
foundation by Sept. 15. 


Second World Conference on Medical Education.— 
Medical educators from 55 different countries will 
take part in the Second World Conference on Medi- 
cal Education in Chicago, Aug. 20-Sept. 4. The 
conference is being held under the auspices of the 
World Medical Association. The collaborating 
groups include the World Health Organization, the 
Council for International Organizations of Medical 
Sciences, and the International Association of Uni- 
versities. There will be 125 speakers. Russia is ex- 
pected to send a delegation to the conference and 
will have at least two speakers on the program. 
Poland, another nonmember of the W. M. A., will 
also send representatives. Dr. Raymond B. Allen, 
chancellor, University of California, Los Angeles, 
president of the conference, said, “It is the purpose 
of this Second World Conference on Medical Edu- 
cation to pass on to the young in mind and heart 
the experience and learning of the ages. In that 
way we are advancing the welfare of all mankind 
regardless of political differences, race, and creed.” 
Dr. Victor Johnson, Rochester, Minn., is deputy 
president of the conference. 


Funds for Health Education.—The National Founda- 
tion announced allocations of more than one million 
dollars in March of Dimes funds for education in the 
health professions, including an appropriation for a 
new fellowship program “to give doctors more exten- 
sive clinical training in the fields of rheumatology 
and birth defects.” Awards for education in the health 
fields are in addition to grants made for the same 
period in research and clinical investigation. The 
combined sum awarded is more than $3,500,000. 
The first 515 winners of a health scholarship pro- 
gram initiated earlier this year to provide four-year 
college training for young Americans in medicine, 
nursing, physical therapy, medical social work, and 
occupational therapy will be announced this sum- 
mer. The fellowship program recently announced 
is open to residents or practicing physicians for 
study in rheumatology or in the treatment of pa- 
tients suffering from birth defects of the central 
nervous system. Fellowships will be awarded for a 
minimum period of one year but are subject to 
renewal. Stipends will range from $3,600 to $7,000 
a year. More than $900,000 of the educational grants 
announced today will go to universities, institutions, 
and professional associations to support the teach- 
ing and recruitment programs. 
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Dietetic Meeting in Los Angeles.—The 42nd annual 
meeting of the American Dietetic Association will 
be held Aug. 25-28 at the Shrine Auditorium, Los 
Angeles. Staff conferences and meetings will pre- 
cede the annual meeting. Panel discussions are 
planned as follows: “A Look at Atherosclerosis 
Today,” with Dr. Laurence W. Kinsell, Oakland, 
Calif., coordinator; “Spectrums in Various Nursing 
Programs Today,” Miss Marjorie E. Newton, San 
Francisco, moderator; “What Are Your Needs in 
Food Packaging and Processing?” Lendal H. 
Kotschevar, Ph.D., Missoula, Mont., moderator; and 
“Opportunities for Social Science Research in Di- 
etetics,” Edward Wellin, Ph.D., New York City, 
coordinator. Discussions will also be given under 
the general title, “Share and Compare,” at which 
several papers will be presented, with one session to 
be presented each day. Films, exhibits, and group 
discussions are planned. The annual banquet will 
be held Aug. 27 at the Statler Hilton Hotel. For 
information write Miss Ruth M. Yakel, 620 N. Mich- 
igan Ave., Chicago 11, Executive Secretary. 


Society News.—At the meeting of the Society for 
Investigative Dermatology June 6-7, the following 
officers were elected: Dr. Thomas B. Fitzpatrick, 
Portland, Ore., president; Dr. Harvey Blank, Miami, 
Fla., vice-president; Drs. Thomas H. Sternberg, Los 
Angeles, and Eugene J. VanScott, Bethesda, Md., 
appointed to board of directors.-—The following 
officers of the American College of Chest Physicians 
were elected for the year 1959-1960: president, Dr. 
Seymour M. Farber, San Francisco; president-elect, 
Dr. Mathew J. Flipse, Miami, Fla.; first vice-presi- 
dent, Dr. Hollis E. Johnson, Nashville, Tenn.; 
second vice-president, Dr. John F. Briggs, St. Paul, 
Minn.; treasurer, Dr. Charles K. Petter, Waukegan, 
Ill.; and assistant treasurer, Dr. Albert H. Andrews, 
Chicago.——The newly elected officers of the Ameri- 
can Neurological Association are: president, Dr. 
Derek Denny-Brown, Boston; president-elect, Dr. 
Harold G. Wolff, New York; first vice-president, 
Dr. Charles Rupp Jr., Philadelphia; second vice- 
president, Dr. Samuel Brock, New York; secretary- 
treasurer, Dr. Melvin D. Yahr, 710 W. 168th St., 
New York 32; and assistant secretary, Dr. Clark H. 
Millikan, Rochester, Minn. 


Symposium on Tuberculosis Prevention.—A Sym- 
posium on the Prevention of Tuberculosis in Chil- 
dren will be held Thursday, Nov. 12, 2 p. m., in the 
New York Academy of Medicine Building, 2 E. 
103rd_ St., New York City. The Tuberculosis Pre- 
ventorium for Children at Farmingdale, N. J., is 
celebrating its 50th anniversary this year, and the 
symposium, for those interested in the prevention 
of tuberculosis from a professional and laymen’s 
point of view, is one of the events planned by the 
50th Anniversary Committee. Dr. James E. Perkins, 
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New York City, managing director, National Tuber- 
culosis Association, will serve as moderator. Dr. 
Herbert R. Edwards, associate professor of public 
health and medicine, Yale University School of 
Medicine, New Haven, Conn., will discuss “The 
Role of a Health Department.” Dr. Arvid J. Wall- 
gren, emeritus professor of pediatrics, Royal Caro- 
line Medical School, Stockholm, Sweden, will speak 
on BCG vaccination, and Mrs. Shirley H. Ferebee, 
associate chief, operational research, tuberculosis 
program of the U. S. Public Health Service, will 
discuss chemoprophylaxis. This symposium has 
been arranged by Dr. Edith M. Lincoln, former 
head of the Children’s Chest Clinic at Bellevue 
Hospital and a member of the Preventorium Medi- 
cal Board. 


National Association Meeting in Detroit.—The 64th 
convention of the National Medical Association 
will be held in Detroit, Aug. 10-13, with the De- 
troit Medical Society and associated committees as 
host. Headquarters will be the Sheraton—Cadillac 
Hotel. Dr. R. Stillmon Smith, Macon, Ga., president 
of the association, will present and address at the 
opening session, Aug. 11. A symposium, “Genetics 
in Modern Medicine,” will be given at a joint ses- 
sion, Aug. 11, and the section meetings will include 
the following symposiums and moderators: 


The Current Place of Adrenal Cortical Steroids in Medical 
Practice, Dr. Walter L. Henry Jr., Washington, D. C. 
Recent Advances in the Diagnosis and Treatment of Rheu- 
matic and Collagen Diseases, Dr. Everett N. Rottenberg, 

Detroit. 

Newer Trends in the Diagnosis and Treatment of the Com- 
mon Anemias, Dr. Allison B. Henderson, Detroit. 

Recent Advances in the Diagnosis and Treatment of Periph- 
eral Vascular Insufficiency, Dr. Homer M. Smathers, 
Detroit. 

Recent Advances and Management of Congestive Heart 
Failure, Dr. William Gibson, Detroit. 

Some Practical Approaches to the Diagnosis and Manage- 
ment of Pulmonary Insufficiency, Dr. Audley R. Mamby, 
Chicago. 

Newer Concepts in Ophthalmology and Otolaryngology, Dr. 
Howard P. Venable, St. Louis. 

Carcinoma of the Uterus, Dr. William F. Goins, Detroit. 

The Importance of Early Diagnosis—Cancer, Tuberculosis, 
Venereal Diseases, Dr. Edith Irby Jones, Hot Springs 
National Park, Ark. 


A clinical pathology conference is planned for Aug. 
13. Round-table discussions, panel discussions, and 
scientific and technical exhibits are planned. There 
is no registration fee. A ladies’ program is arranged. 
For information, write Dr. John T. Givens, 1108 
Church St., Norfolk, Va., Secretary. 


Rehabilitation Fellowship for Latin American.—The 
World Rehabilitation Fund in cooperation with the 
International Society for the Welfare of Cripples 
announced the creation of the Bell Greve Memorial 
Fellowship, created to honor the memory of the 
late Miss Bell Greve, Cleveland, who for many 
years served as secretary-general, International So- 
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ciety for the Welfare of Cripples. The Bell Greve 
Memorial Fellowship will be given to a trainee 
from Latin America for a minimum of one year’s 
training in rehabilitation in the United States. The 
fellowship may be given to a physician, physical 
therapist, occupational therapist, prosthetist, or- 
thotist, speech and hearing therapist, or rehabilita- 
tion counsellor. Miss Greve headed a Red Cross 
child health center in Czechoslovakia and then 
moved to Armenia to run an orphanage caring for 
4,500 children. After World War I she took a leave 
of absence as director of the Cleveland Rehabilita- 
tion Center to join the staff of UNRRA to establish 
a rehabilitation service in Greece. At the time of 
her death in 1957, she was director of public health 
and welfare, City of Cleveland. Information con- 
cerning applications for the Bell Greve Memorial 
Fellowship may be secured by writing the Inter- 
national Society for the Welfare of Cripples, 701 
First Ave., New York 17, or the World Rehabilita- 
tion Fund, 400 E. 34th St., New York 16. 


Hospital Meeting in New York.—The 6lst annual 
meeting of the American Hospital Association will 
be held Aug. 24-27, in the New York City Coliseum. 
General assembly speakers will include Dr. Mar- 
colino G. Candau, Switzerland, director-general of 
the World Health Organization; Mr. Elmo Roper, 
public opinion analyst; Mr. Francis Boyer, chairman 
of the board of Smith Kline and French Labora- 
tories; and Dr. Alexander D. Langmuir, Atlanta, 
Ga., chief, Epidemiology Branch, Communicable 
Disease Center, U. S. Public Health Service. Ses- 
sions will cover such topics as providing and financ- 
ing health care for the aged, future of prepayment 
plans for hospital care, piogressive patient care, 
governing board's responsivility for medical care in 
the hospital, auxiliary and the hospital service story, 
evaluating in-hospital volunteer services, hospital 
school of nursing education, and the hospital and 
allied health professions. There will be 36 instruc- 
tional sessions concerned with specific phases of 
hospital operation. Dr. Leona Baumgartner, com- 
missioner of health for New York City, will speak 
at the Auxiliary’s breakfast Aug. 24, with Dr. 
Francis J. Braceland, psychiatrist-in-chief, Institute 
of Living, Hartford, Conn., speaking at the lunch- 
eon Aug. 26. General Alfred M. Gruenther, presi- 
dent, American National Red Cross, will be the 
speaker for the Federal Hospital Executives Lunch- 
eon Aug. 25. An International Dinner and the 
President's Luncheon are scheduled. Allied groups 
meeting in conjunction with the association’s annual 
meeting will be the American Association of Hospi- 
tal Consultants, Aug. 22; the American Association 
for Hospital Planning, Aug. 22-23; the American 
College of Hospital Administrators, Aug. 22-24; and 
the American Association of Nurse Anesthetists, 
Aug. 24-27. About 500 exhibits of new equipment 
and supplies and educational displays are planned. 
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Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 
July 4, 1959 
— duly o, 
Paralytie Total 105s 
Area Type Cases Total 

New England States 

Maine 

New Hampshire 

Vermont 

Rhode Island 

Connecticut 
Middle Atlantic States 

New York 

New Jersey 

Pennsylvania 
East North Central States 


Indiana 

Illinois . 

Michigan 

Wisconsin : 
West North Central States 

Minnesota 

lowa .. 

North Dakota 

South Dakota ..... 

Nebraska 

Kansas 
South Atlantic States 

Delaware 

Maryland 

Distriet of Columbia 

Virginia 

West Virginia 

North Carolina * 

South Carolina 

Georgia 

Florida rer" 
East South Central States 

Kentucky 

‘Tennessee 

Alabama 

Mississippi . 
West South Central States 

Arkansas 

Louisiana 

Oklahoma 

‘Texas 
Mountain States 

Montana 

Idaho 

Wyoming 

Colorado 

New Mexico 

Arizona 

Utah 

Nevada 
Pacifie States 

Washington 

Oregon .... 

California 

Alaska 

Hawaii 


Puerto Riec 


Total 


FOREIGN 

Congress on Obstetrics and Gynecology.—On Sept. 
19-22, a Congress on Gynecology and Obstetrics 
will be held in Lisbon. The program will include 
an international meeting of the Portuguese Society 
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of Obstetrics and Gynecology, Sept. 19-20. Subjects 
for Sept. 19 include “Problems of Diagnosis Present- 
ly in Discussion in Relation to Cancer of the Uterus 
(Cervix and Endometrium)” and “Prophylaxis of 
Abortion.” The fourth congress of the International 
Professional Union of Gynecology and Obstetrics 
will be held Sept. 21-22, with the opening session at 
the Santa Maria Hospital. Two discussions will be 
devoted to the detection of genital cancer of women 
from the economic and social point of view. Other 
themes include “Criterion and Procedures of the 
Specialization of Gynecology and Obstetrics” and 
“Economic Classification of Fees and Actions in 
Obstetrics and Gynecology According to a Scale of 
Values.” A general assembly is planned for 5 p. m., 
Sept. 22, with the banquet planned for that evening 
at 8:30 p. m. A ladies’ program and a schedule of 
tours are arranged. 


Postpone Congress of Nephrology.—The organizing 
committee of the first International Congress of 
Nephrology has announced that it has been obliged 
to postpone the congress to Sept. 1-3, 1960. The 
congress was originally scheduled to be held Sept. 
3 (in Geneva), and September 4-5 (in Evin), 1959. 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various lo- 
cations, July 8, 1960. Final date for filing application is 
January 8. Sec., Dr. Forrest E. Leffingwell, 217 Farmington 
Ave., Hartford 5, Conn. 

AMERICAN Boarp OF DERMATOLOGY: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications was July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

(AMERICAN OF INTERNAL MEDICINE: 1959 Schedule— 
Written, Oct. 19. Final date for filing application was May 
1. Oral. For candidates on the West Coast, Portland, Ore., 
Sept. 9-12. Final date for filing application was March 1. 
Oral. For candidates on the East Coast, Nov. 6-7, 9-10. 
Final date for filing application was March 1. Sec.-Treas., 
Dr. William A. Werrell, One West Main St., Madison 3, 
Wis. 

AMERICAN Boarp OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. New Haven, 
Nov. 14-16. Sec., Dr. Donald D. Matson, 300 Longwood 
Ave., Boston, Mass. 

AMERICAN Boarp OF OssTETRICS AND GYNECOLOGY: Appli- 
cations for certificates, new and reopened, Part I, and 
requests for re-examination Part II are now being ac- 
cepted. Part I. Written, Jan. 15, 1960. All candidates are 
urged to make such application at the earliest possible 
date. Deadline date for receipt of applications is August 
1, 1959. No applications can be accepted after that date. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleve- 
land 6, Ohio. 
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AMERICAN BoarD OF OPHTHALMOLOGY: Oral. St. Louis, Oct. 
6-10. Written. January 1960 in various cities. Applications 
for the 1960 written examination must be filed before July 
1. Oral. 1960, San Francisco, May; Chicago, October. 
Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland, Maine. 

AMERICAN BoarD OF ORTHOPAEDIC SuRGERY: Part II. Chi- 
cago. Jan. 19-21, 1960. The deadline for the receipt of ap- 
plication is Aug. 15, 1959. Sec., Dr. Sam W. Banks, 116 
South Michigan Ave., Chicago 3. 

AMERICAN Boarp oF OroLaRyNcoLocy: Oral. Chicago, Oct. 
5-9. Final date for filing application was April 1. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

AMERICAN Boarp OF PaTHOLOGy: New Orleans, Nov. 12-14. 
Final date for filing application is October 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1100 W. Michigan St., Indianapolis 7. 

AMERICAN BoarD oF PaTHOLoGy: Examination in Forensic 
Pathology. New Orleans, Nov. 13. Final date for filing 
application is October 1. Sec., Dr. Edward B. Smith, In- 
diana University Medica! Center, 1100 W. Michigan St., 
Indianapolis 7. 

AMERICAN Boarp oF Pepiatrics: Written. January 1960. 
Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

AMERICAN Boarp oF Piastic SurcERY: Oral and Written. 
Miami, Fla., Oct. 15-17. Final date for submitting case 
reports is July 1. Corresponding Secretary, Miss Estelle 
E. Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 

AMERICAN BoarD oF Procro.Locy: Oral and Written. Phila- 
delphia, September. Final date for filing application was 
March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarb OF PsycHIATRY AND NEuROLOoGy: Chicago, 
Oct. 19-20; New York, Dec. 14-15; San Francisco, Mar. 
14-15, 1960. Training credit for full time psychiatric and/or 
neurologic assignment in unapproved military programs or 
services between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

AMERICAN Boarp oF RapioLocy: Examination. Washington, 
Dec. 6-9. Deadline for filing application is July 1. Candi- 
dates examined in Diagnostic Roentgenology may expect 
to be examined in Physics. Obligatory examination in 
Nuclear Medicine has been postponed until after June 30, 
1962 for those candidates being examined in Radiology 
or Therapeutic Radiology. Until that time the examina- 
tion in Nuclear Medicine will be optional for those who 
wish to be examined in Radiology or Therapeutic Radiol- 
ogy. Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., 
Rochester, Minn. 

AMERICAN BOARD OF SURGERY: Written examinations (Part 
I) will be held on December 2, 1959 at various centers to 
be announced later. Candidates are urged to apply several 
months before completion of training requirements al- 
though the closing date ‘or filing applications is August 1. 
Those completing training requirements after September 
30 cannot be considered for the Part I examination in 
December of the same year. Sec., Dr, John B. Flick, 1617 
Pennsylvania Blvd., Philadelphia 3. 

Boarp oF TuHoracic SurGERY: Written. Various centers 
throughout the country, September 1959. Final date for 
filing application was July 1. Oral. September. Final date 
for filing application was July 1. Sec., Dr. William M. 
Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 

AMERICAN Boarp OF UroLocy: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, February 
1960. Final date for filing application is Sept. 1, 1959. 
Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min- 
neapolis 26, Minn. 
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DEATHS 


Abbott, Charles Franklin ® Syracuse, N. Y.; Col- 
lege of Phv.icians and Surgeons, Baltimore, 1903; 
for many y_ rs practiced in Elmira, where he was 
on the staffs of St. Joseph’s and Arnot-Ogden hos- 
pitals, and associated with the Pennsylvania Rail- 
road; died in the General Hospital May 2, aged 83. 


Alexander, Horace Quincy, Russells Point, Ohio; 
Pulte Medical College, Homeopathic, Cincinnati, 
1897; served as mayor; for many years justice of 
the peace of Washington Township; died in Sara- 
sota, Fla., May 10, aged 88. 


Baird, Perry Cossart Jr., Detroit, Mich.; Harvard 
Medical School, Boston, 1928; served on the faculty 
of his alma mater; formerly on the staff of the 
Peter Bent Brigham Hospital in Boston; died May 4, 
aged 55. 


Baker, Robert E. ® Orleans, Ind.; University of 
Louisville (Ky.) Medical Department, 1892; mem- 
ber of the American Academy of General Practice; 
died May 3, aged 97. 


Balaban, Joseph S., Boston; University of Istanbul 
Medical Faculty, Turkey, 1919; for many years 
medical examiner for the Irish-American Athletic 
Association, sponsor of amateur fights; died in the 
Pratt Diagnostic Hospital May 11, aged 69. 


Bone, Oscar Lasley, Newark, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1908; died May 18, 
aged 74. 


Boyes, Henry Robert ® Detroit; Detroit College 
of Medicine and Surgery, 1916; during World War I 
served in France with the American Expeditionary 
Force; for many years medical missionary in the 
Middle East, serving as director of the Kennedy 
Memorial Hospital of the Presbyterian Church in 
Tripoli, Lebanon, from 1921 until May, 1958; in 
1946 received the Gold Medal of the Lebanese 
Order of the Cedar for his medical services to the 
people of the nation; died in the Harper Hospital 
May 9, aged 69. 


Brazda, Adolph William ® Ranger, Texas; born in 
Dodge, Neb., Jan. 11, 1899; Emory University 
School of Medicine, Atlanta, 1929; past-president 
of the Eastland County Medical Society; member 
of the American Trudeau Society, Southern Med- 
ical Association, Association of Military Surgeons 
of the United States, New York Academy of Sci- 
ence, Texas Academy of Science, Phi Chi Medical 
Fraternity, and the American Association for the 
Advancement of Science; received the “Certificate 


@) Indicates Member of the American Medical Association. 


of Merit” in 1958, an international award, for the 
outstanding paper in the International Academy of 
Proctology, of which he was a fellow; city health 
officer for Ranger for three terms; member of the 
American Legion and the Veterans of Foreign 
Wars; veteran of World War II, received the 
EAME Campaign Medal with two Battle Stars; in 
1956 promoted to lieutenant colonel in the U. S. 
Air Force Reserve and retired in January, 1959; a 
Ranger General Hospital board member for six 
years, serving one term as board chairman; past- 
president of the Ranger Rotary Club; died May 
20, aged 60. 


Brent, Charles Maurice ® Niagara Falls, N. Y.; 
born in Mahone Bay, N. S., Canada, Jan. 27, 1904; 
University of Buffalo School of Medicine, 1929; 
member of the Radiological Society of North Amer- 
ica; past-president and secretary of the Niagara 
County Medical Society; past-president of the Ni- 
agara Academy of Medicine; for three terms presi- 
dent of the board of education, of which he be- 
came a member in 1948; from 1939 to 1950 served 
on the board of directors of the Niagara County 
Tuberculosis and Health Association; member and 
past-president of the staff of Mount St. Mary’s Hos- 
pital, where he died May 3, aged 55. 


Briggs, Edward Fitch ® Truro, Mass.; Baltimore 
Medical College, 1906; fellow of the American Col- 
lege of Surgeons; veteran of World War I; served 
on the staff of the Northern Westchester Hospital 
in Mount Kisco, where he was instrumental in or- 
ganizing the medical board; died May 21, aged 75. 


Briggs, Guy Young, St. Louis; Washington Univer- 
sity School of Medicine, St. Louis, 1908; served on 
the faculty of his alma mater; died in St. John’s 
Hospital May 17, aged 82. 


Brown, Frank Eugene, Portland, Ore.; Creighton 
University School of Medicine, Omaha, 1927; for- 
merly a member of the Portland Boxing Commis- 
sion; veteran of World War II; served as a member 
of the medical staff of the Veterans Administration; 
died in St. Vincent’s Hospital May 9, aged 56. 


Bruning, Henry Frederick ® Brooklyn; Columbia 
University College of Physicians and Surgeons, 
New York City, 1905; a founder of the Bay Ridge 
Hospital; on the courtesy staff, department of 
medicine, Methodist Hospital, where he died May 
11, aged 76. 


Buczynski, Charles Casimir ® Chicago; Loyola 
University School of Medicine, Chicago, 1929; 
member of the Industrial Medical Association; vet- 
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eran of World War II and the Korean War; on the 
staff of the Loretto Hospital; died in St. Mary of 
Nazareth Hospital May 22, aged 55. 


Burkes, De Witt Clinton ® Portland, Ore.; born 
March 11, 1887; University of Louisville (Ky.) 
Medical Department, 1911; specialist certified by 
the American Board of Psychiatry and Neurology; 
fellow of the American Psychiatric Association 
and the Portland Academy of Medicine; fellow 
and life member of the American College of Phy- 
sicians; past-president of the Oregon Neuropsy- 
chiatric Society; member of the International 
League Against Epilepsy and the Portland Psy- 
chiatrists in Private Practice; for 14 years a mem- 
ber of the Oregon State Board of Health, of 
which he was vice-president and twice president; 
past assistant surgeon and surgeon in the U. S. 
Public Health Service Reserve; veteran of World 
War I; head of psychiatry at Army Induction 
Center during World War II; since 1930 clinical 
associate in psychiatry at the University of Oregon 
Medical School; medical officer in charge of Vet- 
erans Administration at Fort Steilacoon, Wash., 
from 1921 to 1924 and American Lake, Wash., from 
1924 to 1927; staff member, Holliday Park Hospital, 
Good Samaritan Hospital, St. Vincent’s Hospital, 
and the Morningside Hospital; consultant, Veterans 
Administration Hospital and the Multnomah Hos- 
pital; founder and first president of the Portland 
Chamber Orchestra; died May 16, aged 72. 


Burkhead, Jesse DeWitt ® Opelika, Ala.; Tulane 
University School of Medicine, New Orleans, 1920; 
died in the Wheeler Hospital in La Fayette May 1, 
aged 65. 


Butterfield, Elmore Everest, Long Island City, N. Y.; 
born in Washington, D. C., in 1881; Columbian 
University Medical Department, Washington, D. C., 
1903; from 1904 to 1906 instructor in pathology 
at the University of Michigan in Ann Arbor; for the 
next three years studied at the University of Mu- 
nich in Germany, where he served as a volunteer 
assistant in the university's clinical medical insti- 
tute; under grants from the Rockefeller Institute 
for Medical Research, worked at the University of 
Tubingen in Germany and the University of Lei- 
den in the Netherlands; assistant in physics and 
chemistry at the Rockefeller Institute in New York 
City from 1911 to 1914; pathological chemist at 
Bellevue Hospital in New York City, 1914-1915; 
from 1915 to 1918 pathological chemist and chem- 
ist of the central testing laboratory, Bureau of 
Contract Supervision, City of New York; for many 
years chemist in charge of physical and the chem- 
ical testing laboratory of the Borough of Queens, 
President’s Office, City of New York; died in the 
Elmhurst (N. Y.) General Hospital May 16, aged 
77, 
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Carter, Henry Rose, Ashland, Va.; University Col- 
lege of Medicine, Richmond, 1897; veteran of the 
Spanish-American War; died May 13, aged 84. 


Charbonneau, Arthur Ames ® Green Bay, Wis.; 
College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 
1910; veteran of World War I; died May 2, aged 
74. 


Clark, Lambert Oran ® Lafayette, La.; Medical 
Department of Tulane University of Louisiana, 
New Orleans, 1905; in 1937 was presented with the 
1936 civic cup award for outstanding service to the 
community by the Young Men’s Business Club; 
surgeon in chief and one of the original members of 
the board of directors of the Lafayette Sanitarium, 
where he died May 8, aged 79. 


Clay, Calvin @ St. Charles, Mo.; Washington 
University School of Medicine, St. Louis, 1922; 
past-secretary of the St. Charles County Medical 
Society; veteran of World War I; city physician 
for six years; recently awarded a selective service 
medal for uncompensated medical service; served 
as local physician for Missouri, Kansas and Texas 
Railroad; formerly on the staff of St. Francis Hos- 
pital in Washington, Mo.; on the staff of the St. 
Joseph’s Hospital in St. Charles, where he died 
May 15, aged 64. 


Clifford, Robert Henry ® Detroit; born in Brook- 
lyn Feb. 10, 1915; University of Maryland School 
of Medicine and College of Physicians and Sur- 
geons, Baltimore, 1940; interned at the Union 
Memorial Hospital in Baltimore, where he served a 
residency; interned at the Jefferson Hospital in 
Roanoke, Va.; served a residency at the Presby- 
terian Hospital in New York City and the Veterans 
Administration Hospital in New York City; special- 
ist certified by the American Board of Plastic Sur- 
gery; fellow of the American College of Surgeons; 
member of the American Society for Surgery of the 
Hand and the American Society of Plastic and 
Reconstructive Surgery; veteran of World War II; 
physician in charge, division of plastic surgery, 
Henry Ford Hospital; died in Boston May 15, aged 
44, while attending a meeting of the American 
Association of Plastic Surgeons. 


Coleman, John F., Smoaks, S. C.; Medical College 
of Georgia, Augusta, 1902; died in St. Joseph's 
Hospital, Savannah, Ga., May 1, aged 83. 


Connelly, Leo Augustine, Baldwin, N. Y.; Univer- 
sity of Buffalo School of Medicine, 1924; veteran 
of World War II; served on the staffs of the Corn- 
wall (N. Y.) Hospital and St. Luke’s Hospital in 
Newburgh; died in the Veterans Administration 
Hospital, Northport, May 2, aged 61. 

Cowles, Dwight, Forge Village, Mass.; Tufts Col- 
lege Medical School, Boston, 1913; veteran of 
World War I; for many years physician for the 
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board of health and school physician in Westford; 
mill physician of the Abbot Worsted ECompany of 
Forge Village; on the courtesy staff of Lowell Gen- 
eral Hospital in Lowell, where he died May 15, 
aged 66. 


Cozzens, James Patrick ® Cleveland; St. Louis 
University School of Medicine, 1924; supervisor of 
health service in city public schools; died in the 
Cleveland Clinic Hospital May 2, aged 61. 


Desparois, Guy Bernard “® Los Angeles; North- 
western University Medical School, Chicago, 1907; 
on the staff of the Queen of Angels Hospital, where 
he died May 12, aged 76. 


Dorsey, Francis Patrick Jr. ® Hartington, Neb.; 
Northwestern University Medical School, Chicago, 
1928; past-president of the Cedar-Dakota—Dixon— 
Thurston-Wayne Counties Medical Society; staff 
member of Sacred Heart Hospital in Yankton, S. D., 
and St. Joseph’s Hospital in Sioux City, lowa, where 
he died May 14, aged 57. 


Edlavitch, Baruch Mordecai ® Fort Wayne, Ind.; 
Johns Hopkins University School of Medicine, 
Baltimore, 1910; veteran of World War I; past- 
president of the Allen County Medical Society; as- 
sociated with Lutheran and St. Joseph’s hospitals, 
and the Parkview Memorial Hospital, where he 
died May 18, aged 74. 


Fash, James Cone ® Galesburg, Ill.; University of 
of Illinois College of Medicine, Chicago, 1940; in- 
terned at Missouri Baptist Hospital in St. Louis; 
served a residency at the Milwaukee County Hos- 
pital in Milwaukee and the Methodist Hospital of 
Central Illinois, Peoria; member of the American 
Academy of General Practice; veteran of World 
War II; associated with St. Mary’s and Cottage 
hospitals; died May 11, aged 45. 


Fedko, Waldemar Theodore “ Gordon, Pa.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1926; served as secretary of the Pennsyl- 
vania Physical Therapy Association; for eight years 
Schuylkill County coroner; physician for the 
Schuylkill County Prison in Pottsville; secretary of 
the staff of Ashland (Pa.) State Hospital; served on 
the staff of the Frankford Hospital in Philadelphia; 
past-president of the Ashland Rotary; died in Potts- 
ville (Pa.) Hospital May 13, aged 58. 


Feider, Arnold Peter ® Cleveland, Wis.; Marquette 
University School of Medicine, Milwaukee, 1944; 
member of the American Academy of General 
Practice; veteran of World War II; staff member 
of the St. Nicholas and Memorial hospitals in She- 
boygan and Holy Family and Memorial hospitals 
in Manitowoc; died in Sheboygan May 9, aged 39. 


Fink, Elizabeth ® Bridgeport, Conn.; Universitat 
Leipzig Medizinische Fakultat, Saxony, Germany, 
1923; died May 20, aged 69. 
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Goldstein, Abraham ® Lakewood, N. J.; Long Is- 
land College Hospital, Brooklyn, 1911; past-presi- 
dent of the Ocean County Medical Society; asso- 
ciated with the Paul Kimball Hospital, where he 
was past-chief of staff; died May 27, aged 71. 


Gonda, Victor Emanuel ® Palo Alto, Calif.; born in 
Hungary May 7, 1889; Magyar Kiralyi Pazmany 
Petrus Tudomanyegyetem Orvosi Fakultasa, Buda- 
pest, Hungary, 1911; specialist certified by the 
American Board of Psychiatry and Neurology; 
member of the American Academy of Neurology, 
American Psychiatric Association, and the Central 
Neuropsychiatric Association; past-president of the 
Chicago Neurological Society; formerly practiced 
in Chicago, where he was on the faculty of Rush 
Medical College, Loyola University School of 
Medicine, and Cook County Post Graduate School; 
served on the staffs of Cook County Hospital, and 
Alexian Brothers Hospital in Chicago; associated 
with the Veterans Administration Hospital; died in 
the Palo Alto Hospital May 17, aged 70. 


Gradwohl, Rutherford B. Hayes ® St. Louis; born 
in Baltimore March 4, 1877; Washington Univer- 
sity School of Medicine, St. Louis, 1898; member 
of the American Urological Association and the 
American Academy of General Practice; in 1954 
received an award from the American Academy of 
Forensic Science, of which he was founder; veteran 
of World War I; later rose to the rank of com- 
mander in the U. S. Naval Reserve; director of the 
crime laboratory of St. Louis Police Department; 
for many years director of the Gradwohl School of 
Laboratory Technique and the Gradwohl Labora- 
tories; formerly instructor of pathologic anatomy 
at St. Louis University School of Medicine and 
professor of bacteriology at Barnes Medical Col- 
lege; served as coroner's physician for many years; 
at one time laboratory director and member of the 
pathology and bacteriology staffs at St. Louis 
County Hospital; for many years pathologist at the 
Christian Hospital; at one time editor of the 
Bulletin of St. Louis Medical Society; author of 
“Blood and Urine Chemistry” and “Clinical Labora- 
tory Methods and Diagnosis”; died in the Jewish 
Hospital May 9, aged 82. 


Gulledge, John F. ® Siloam Springs, Ark.; Univer- 
sity of Louisville (Ky.) Medical Department, 1889; 
died May 16, aged 94. 


Gunn, Aubrey Jackson ® Versailles, Mo.; Barnes 
Medical College, St. Louis, 1904; died May 8, 
aged 78. 


Hall, Ralph Marsh ® Cold Spring, N. Y.; Albany 
(N. Y.) Medical College, 1915; veteran of World 
War I; associated with the Julia L. Butterfield 
Memorial Hospital, where he was a trustee; died 
May 21, aged 67. 
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Heard, E. Felton, Goree, Texas; Georgia College 
of Eclectic Medicine and Surgery, Atlanta, 1902; 
died in Dallas May 12, aged 81. 


Hemler, William Francis, Tampa, Fla.; Georgetown 
University School of Medicine, Washington, D. C., 
1904; at one time on the faculty at his alma mater 
and the Georgetown Hospital in Washington, D. C.; 
died May 11, aged 80. 


Ingber, Irving Samuel ® San Francisco; Long Is- 
land College Hospital, Brooklyn, 1913; specialist 
certified by the American Board of Radiology; 
member of the American Roentgen Ray Society, 
Radiological Society of North America, and the 
American College of Radiology; veteran of World 
War I; head of the radiology department, Mary's 
Help Hospital; died in the Mills Memorial Hos- 
pital in San Mateo, May 18, aged 70. 


Jaques, Jefferson Singleton, St. Louis; University of 
West Tennessee College of Medicine and Surgery, 
Memphis, Tenn., 1915; died in the Koch Hospital 
May 17, aged 73. 

Jernstrom, Roy E. ® Rapid City, S$. D.; born in 
Escanaba, Mich., Sept. 23, 1896; University of 
Minnesota Medical School, Minneapolis, 1923; past- 
president of the South Dakota State Medical Asso- 
ciation; Black Hills District Medical Society and 
Rapid City Medical Society; member of the Amer- 
ican Fracture Association; fellow of the Interna- 
tional College of Surgeons and the American 
College of Surgeons; served as president of the 
school board of Rapid City; veteran of World 
War I; medical member of the Selective Service 
Board from 1941 to 1945; associated with the 
Bennett-—Clarkson Memorial and St. John’s Mc- 
Namara hospitals; died in Rochester, Minn., May 
11, aged 62. 


Keeney, Cadwell Benson ® Summit, N. J.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1907; veteran of World 
War I; on the Selective Service Board during World 
War II; past-president of the city board of health; 
for many years on the staff of the Overlook Hos- 
pital; received the Golden Merit Award of the 
Medical Society of New Jersey for half a century 
of service; died May 22, aged 77. 


Keil, Charles A., New York City; Fordham Uni- 
versity School of Medicine, New York City, 1918; 
member of the Industrial Medical Association; 
died May 19, aged 68. 


Keller, Jacob Adlai, Chesterfield, Mass.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1905; member of the board of 
health and served as school physician; associated 
with the Cooley Dickinson Hospital in Northamp- 
ton, where he died May 11, aged 79. 
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Lanier, Louis Fielding ® Sylvania, Ga.; Medical 
College of Georgia, Augusta, 1910; associated with 
the Screven County Hospital, where he died May 
11, aged 81. 


Lee, John Gordon ® Washington, D. C.; born in 
Edmonton, Alta., Canada, June 7, 1902; McGill 
University Faculty of Medicine, Montreal, Que., 
Canada, 1928; member of the American Association 
for the Surgery of Trauma; fellow of the American 
College of Surgeons; specialist certified by the 
American Board of Surgery; veteran of World 
War II; clinical adjunct professor of surgery at 
Georgetown University School of Medicine and 
adjunct clinical professor of surgery at George 
Washington University School of Medicine; in- 
terned at the Royal Victoria Hospital in Montreal, 
Que., Canada, and the Presbyterian Hospital in 
New York City; served a residency at the Lakeside 
Hospital in Cleveland, Bellevue Hospital in New 
York City and the Free Hospital for Women in 
Brookline, Mass.; chief of surgical service, Veterans 
Administration Hospital (Mount Alto); died at his 
home in Silver Spring, Md., May 9, aged 56. 


Leopold, Albert Reid ® Lewistown, Pa.; University 
of Pittsburgh School of Medicine, 1927; served as 
secretary and president of the Mifflin—Juniata 
Counties Medical Society; for many years member 
and chairman of the board of health; associated 
with the Lewistown Hospital; died in the Presby- 
terian Hospital, Pittsburgh, May 9, aged 57. 


Little, Albion Henry, Portland, Maine; Medical 
School of Maine, Portland, 1899; served in France 
during World War I; past-president of the Cumber- 
land County Medical Society; associated with the 
Maine Eye and Ear Infirmary; died in Yarmouth 
May 16, aged 82. 


Lo Vene, Arthur Wilhelm, Galesburg, IIl.; Illinois 
Medical College, Chicago, 1908; associated with 
the Mercy Hospital in Burlington, Iowa; died in 
Peoria April 14, aged 76. 


Magrish, Philip ® San Antonio, Texas; University 
of Cincinnati College of Medicine, 1934; specialist 
certified by the American Board of Pediatrics; fel- 
low of the American Academy of Pediatrics; past- 
president of the San Antonio Pediatric Society; vet- 
eran of World War II; associated with Santa Rosa 
Hospital, Baptist Memorial Hospital, and Nix Me- 
morial Hospital; died May 11, aged 50. 


Maxson, Frank Theodore Seattle; University of 
Pennsylvania Department of Medicine, Philadel- 
phia, 1902; veteran of World Wars I and II; for 
many years associated with the city fire department 
and in 1957 was honored by the city council for his 
service; past-president of the King County Medical 
Society; member of the Association of Military 
Surgeons of the United States; on the staffs of the 
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Providence, Doctors, Swedish, and Seattle General 
hospitals; died in the Veterans Administration Hos- 
pital May 20, aged 79. 


McClements, William Montgomery ® Pittsburgh; 
Jefferson Medical College of Philadelphia, 1935; 
veteran of World War II; on the staff of the Magee 
Hospital; died May 17, aged 52. 


McKinley, Arthur O., Salisbury, Pa.; College of 
Physicians and Surgeons, Baltimore, 1894; died in 
the Meyersdale (Pa.) Community Hospital May 4, 
aged 91. 


McLean, Sterling Alexander ® Middleboro, Mass.; 
McGill University Faculty of Medicine, Montreal, 
Que., Canada, 1934; medical examiner of the 
Fourth District, Plymouth County; veteran of 
World War II; secretary of the staff of St. Luke’s 
Hospital; died May 16, aged 50. 


Milburn, Azby Alexander ® Weston, W. Va.; Med- 
ical College of Virginia, Richmond, 1927; member 
of the American Psychiatric Association; associated 
with the Weston State Hospital; died May 18, 
aged 59. 


Miller, Clay O. ® Chicago; University of Illinois 
College of Medicine, Chicago, 1926; served on the 
faculty of Stritch School of Medicine of Loyola 
University; veteran of World Wars I and II; spe- 
cialist certified by the American Board of Urology; 


member of the American Urological Association; 
fellow of the International College of Surgeons and 
the American College of Surgeons; on the staff of 
Henrotin Hospital; consultant, Veterans Adminis- 
tration Hospital, Hines, IIl.; chairman of the depart- 
ment of urology at West Suburban Hospital in Oak 
Park, where he died May 24, aged 61. 


Moore, Harry Beaumont, Portland, Ore.; Jefferson 
Medical College of Philadelphia, 1913; died May 
19, aged 71. 


Muttart, George Wheelock ™ Jersey City, N. J.; 
University of the City of New York Medical De- 
partment, New York City, 1892; served on the staffs 
of the Christ, Fairmount, and Greenville hospitals; 
died in New York City May 16, aged 92. 


Newbill, James @ Little Rock, Ark.; University of 
Arkansas School of Medicine, Little Rock, 1941; 
member of the American Society of Anesthesiolo- 
gists; past-president of the Arkansas Society of An- 
esthesiology; veteran of World War II; on the staff 
of the Arkansas Baptist Hospital; died May 10, 
aged 45. 


Paganelli, Joseph Erpinio ® Staten Island, N. Y.; 
Long Island College Hospital, Brooklyn, 1917; vet- 
eran of World Wars I and II; served on the staffs 
of the New York Eye and Ear Infirmary and the 
Veterans Administration Hospital in New York 
City; associated with St. Vincent’s and Staten Is- 
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land hospitals; associate attending physician at the 
Richmond Memorial Hospital, where he died May 
23, aged 68. 


Pellens, Mildred, Bridgeport, Conn.; Cornell Uni- 
versity Medical College, New York City, 1930; 
member of the American Psychiatric Association; 
served on the staff of the Bridgeport Hospital, 
where she died May 1, aged 62. 


Richards, Lloyd Hildrique, Phoenix, Ariz.; St. Louis 
College of Physicians and Surgeons, 1901; formerly 
associated with the Indian Service; died May 5, 
aged 83. 


Rosenbaum, Louis ® New York City; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1927; fellow of the American College 
of Chest Physicians; formerly on the faculty of 
Columbia University College of Physicians and 
Surgeons; veteran of World War II; examining 
physician for the department of health and chief 
of consultation chest service at the Harlem Health 
Center; on the staffs of the Harlem, Lincoln, and 
Riverside hospitals; died in the Mount Sinai Hos- 
pital May 16, aged 57. 


Ross, William Edson ® Jacksonville, Fla.; Univer- 
sity of Vermont College of Medicine, Burlington, 
1904; past-president of the Florida Medical Asso- 
ciation; served on the staff of St. Luke’s Hospital; 
died May 16, aged 80. 


Shepler, Robert MacMurran ® Carlisle, Pa.; Jef- 
ferson Medical College of Philadelphia, 1902; fel- 
low of the International College of Surgeons and 
the American College of Surgeons; past-president 
of the board of health of Carlisle; associated with 
the Carlisle Hospital; died May 12, aged 85. 


Spahr, Mary Burchard ® Ithaca, N. Y.; Cornell 
University Medical College, New York City, 1922; 
specialist certified by the American Board of Pedi- 
atrics; member of the American Academy of 
Pediatrics; on the staff of the Tompkins County 
Memorial Hospital; died May 25, aged 62. 


Spurney, Paul Marcus ® Cleveland; Western Re- 
serve University School of Medicine, Cleveland, 
1917; veteran of World War I; for many years 
health officer of Shaker Heights; fellow of the 
International College of Surgeons; for many years 
chief of staff of the Polyclinic Hospital; died in 
the Lakeside Hospital April 25, aged 66. 


Stites, Thomas Henry Atherton ® Nazareth, Pa.; 
born in Wyoming, Pa., April 26, 1875; University 
of Pennsylvania Department of Medicine, Phila- 
delphia, 1901; veteran of the Spanish-American 
War; fellow of the American College of Physicians; 
member of the American Trudeau Society; served 
as president, vice-president, and secretary of the 
Northampton County Medical Society; at one time 
associated with the Pensylvania State Health De- 
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partment as medical inspector of dispensaries; 
served with the U. S. Public Health Service Re- 
serve, on the staff of the U. S. Public Health Serv- 
ice Hospital No. 26 in Greenville, S. C., on the 
staff of the U. S. Public Health Service Hospital 
No. 27 in Alexandria, La., medical director of the 
Pennsylvania State Sanatorium for Tuberculosis 
No. 2 in Cresson, Pennsylvania State Sanatorium 
for Tuberculosis No. 3 in Hamburg, and attending 
physician at the West Mountain Hospital in Scran- 
ton; formerly vice-president of the First National 
Bank and past-president of the Rotary Club in 
Cresson, Pa.; past-president of the Nazareth Rotary 
Club; for many years editor of the Bulletin of the 
Northampton County Medical Society; died May 
23, aged 84. 

Storkan, Joseph Charles ® Gardena, Calif.; Creigh- 
ton University School of Medicine, Omaha, 1914; 
veteran of World War I; served as mayor of Plenty- 
wood; associated with the Las Campanas Hospital, 
Compton, where he was past-president of the 
medical staff; died in St. Mary’s Hospital, Long 
Beach, May 12, aged 72. 

Tirrell, John Mahlon, Minneapolis, Minn.; Univer- 
sity of Minnesota College of Medicine and Surgery, 
Minneapolis, 1900; died in the Doctors Memorial 
Hospital April 26, aged 83. 

Townsend, Arthur Melvin Sr., Nashville, Tenn.; 
Meharry Medical College, Nashville, 1902; served 
on the faculty of his alma mater; died April 20, 
aged 83. 

Tucker, Edmond D. @ Nutter Fort, W. Va.; College 
of Physicians and Surgeons, Baltimore, 1907; mem- 
ber of the staff of St. Mary’s Hospital in Clarks- 
burg; died May 17, aged 79. 

Vocale, Antonio, Chicago; Regia Universita degli 
Studi di Pavia. Facolta di Medicina e Chirurgia, 
Italy, 1940; interned at Mother Cabrini Memorial 
Hospital; died in April, aged 50. 


Voris, Henry McMunn ® Stuart, Fla.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1903; for 
many years practiced in East St. Louis, IIll.; veteran 
of World War I; died April 26, aged 80. 


Wagner, George Garfield Jr. ® Gowanda, N. Y.; 
University of Buffalo School of Medicine, 1929; 
member of the American College of Chest Physi- 
cians and the American Trudeau Society; served 
on the staff of the J. N. Adam Memorial Hospital 
in Perrysburg; died April 16, aged 53. 


Wiley, George Adrian ® Norman, Okla.; North- 
western University Medical School, Chicago, 1933; 
specialist certified by the American Board of Oph- 
thalmology; member of the American Academy of 
Ophthalmology and Otolaryngology and the Asso- 
ciation for Research in Ophthalmology; assistant 
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professor of ophthalmology at the University of 
Oklahoma School of Medicine in Oklahoma City; 
associated with University Hospitals in Oklahoma 
City and the Norman Municipal Hospital; died 
April 27, aged 54. 


Wolf, Heinrich Franz ® New York City; born in 
Bistrau, Austria, Sept. 23, 1872; Deutsche Univer- 
sitat Medizinische Fakultit, Prague, Austria, 1897; 
specialist certified by the American Board of Physi- 
cal Medicine and Rehabilitation; instructor in 
physical medicine at Columbia University College 
of Physicians and Surgeons from 1910 to 1932; 
member and past-president of the New York Soci- 
ety of Physical Medicine; member of the American 
Association for the Advancement of Science; fellow 
of the New York Academy of Medicine and the 
American Congress of Physical Medicine; co- 
founder and director of the Eastern School for 
Physicians’ Aides; consultant at the Mount Sinai 
Hospital, where in 1910 he was appointed chief of 
the department of physical medicine, a position 
he held until 1932; from 1932 to 1938 attendant 
director of physical medicine at the Central Neuro- 
logical Hospital; author of “A Textbook of Physical 
Therapy,” “Shortwave and General Electrotherapy,” 
“The Practice of Physical Medicine,” and “Philos- 
ophy for the Common Man”; died while vacation- 
ing in Seville, Spain, May 12, aged 86. 


Wolfer, Henry ® Monterey, Mass.; University and 


Bellevue Hospital Medical College, New York 
City, 1908; specialist certified by the American 
Board of Internal Medicine; fellow of the American 
College of Physicians; from 1942 to 1944 clinical 
professor of medicine at the Long Island College 
of Medicine in Brooklyn, where he was at one time 
instructor and assistant clinical professor of medi- 
cine; formerly associated with the Cumberland 
Hospital in Brooklyn; served as consulting physician 
at the Kings County Hospital and the Long Island 
College Hospital in Brooklyn; died May 23, aged 73. 


Wronker, Benno M., New York City; Columbia 
University College of Physicians and Surgeons, 
New York City, 1909; died May 26, aged 73. 


Yamada, So Sabro, Los Angeles; Stanford Univer- 
sity School of Medicine, San Francisco, 1922; mem- 
ber of the American Trudeau Society; died in the 
Japanese Hospital Feb. 27, aged 68. 


Zaff, Fred ® New Haven, Conn.; University of 
Michigan Medical School, Ann Arbor, 1937; as- 
sistant clinical professor of radiology at Yale Uni- 
versity School of Medicine; specialist certified by 
the American Board of Radiology; veteran of World 
War II; member of the American College of Radi- 
ology; associated with the Veterans Administration 
Hospital in West Haven; radiologist at the Grace- 
New Haven Community Hospital, where he died 
March 12, aged 47. 
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FOREIGN LETTERS 


AUSTRIA 


Congenital Dislocation of the Hip.—At the meeting 
of the Austrian Pediatric Society in Vienna in April 
Dr. P. Erlacher reported that the classic method of 
treatment for congenital dislocation of the hip, as 
devised by Lorenz in 1895, has undergone various 
modifications. Lorenz recommended that reposi- 
tioning not be attempted before the 2nd year of 
life, but it has been recognized that this procedure 
can be accomplished more easily when the child is 
younger. It is, therefore, important to diagnose the 
dislocation as early as possible. With the help of 
roentgenograms the diagnosis can be established 
even in the nursing infant, and in these patients a 
cure is possible by simple means. One of the earliest 
signs is “snapping” of the joint. Treatment in in- 
fancy can be accomplished without anesthesia and 
without a plaster cast. 

In Czechoslovakia, where the incidence of dys- 
plasia and dislocation of the hip is higher than in 
Austria, pregnant women are cautioned against the 
dangers of dysplasia in their expected infants. They 
are informed that by broad swaddling and by the 
application of the abduction cushion or abduction 
linen described by Frejka a mild degree of dysplasia 
may be cured and dislocation thus prevented. As a 
rule roentgenograms of all infants are obtained at 
the age of 3 months. The roentgenograms are read 
by an experienced orthopedist, and infants with 
abnormal findings are treated. 

The speaker considered routine roentgenography 
necessary only in suspected cases. In the course of 
this development forceful passive reduction and 
fixation in a plaster cast have gone out of use in 
Czechoslovakia. A. Pavlik has achieved spontaneous 
reduction without the use of force not only in the 
preliminary stages of dislocation and partial dis- 
location but also in those with definite dislocation, 
with the aid of strap-reins. He left it to the child’s 
natural impulse to movement to accomplish spon- 
taneous reduction without external force. The strap- 
reins extend along the legs to the heel and as sus- 
penders over the shoulders. They are adjusted in a 
somewhat rectangular positioning of the legs. 
Otherwise all movements are unrestricted. Fre- 
quently with this treatment the tension in the 
abductors is relieved within a few days, abduction 
becomes free, and the dislocation suddenly dis- 
appears. Pavlik has used this method for mild cases 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


since 1945, and since 1951 also for fully developed 
dislocations. For best results this method should be 
used between the 8th and 9th weeks of life, but it 
may be successful at any time in the Ist year. Of 
1,795 dislocations treated by this method spon- 
taneous reduction was obtained in 1,664 or 92.7%. 
If one adds the patients in preliminary stages and 
those with partial dislocation, 4,674 hips were 
treated by this method. The speaker stressed the 
fact that rebuilding of the head of the femur has 
not yet been observed. The strap-reins do not inter- 
fere with the treatment of intercurrent diseases. 
This method was used at the orthopedic hospital in 
Vienna for the last year and Pavlik’s experiences 
with the method were confirmed in 70 patients. 
Particularly impressive was the case of a 6-month- 
old girl with arthrogryposis, congenital rigidity of 
limbs, club hand, and talipes. Such patients are 
considered particularly hard to treat and some 
physicians refuse even to attempt to treat the dis- 
location. Spontaneous reduction was achieved 
within six weeks in this infant with the aid of the 
strap-rein. 

Broad swaddling is recommended for the preven- 
tion of any kind of dysplasia. Infants should not be 
swaddled upward, with the thighs together, but 
their thighs should be placed as much as possible in 
abduction and swaddling cloth, longitudinally 
folded, led from the back over the buttocks to the 
abdomen and fixed with a second swaddling cloth 
or a swaddling ribbon. Over this the straddle-pouch 
is placed. For the treatment of preliminary stages, 
partial dislocation, and every dislocation, with or 
without “snapping,” Pavlik’s strap-reins are used to 
achieve spontaneous reduction. The straps are 
placed on the naked legs extending to the heels and 
are securely fixed to the suspenders, which are 
crossed over the back and are worn over the shirt 
like those used for leather shorts. This is done with 
hips and knees placed at an angle of more than 90 
degrees. After a few days the straps can be removed 
when the infant is bathed. It is advisable to mark 
the position of the foot portions of the strap care- 
fully. After reduction has been accomplished the 
strap-reins should be worn for at least as long as a 
plaster cast would have been worn with the old 
treatment. Although the method is simple, roent- 
genographic follow-up is still necessary. Redisloca- 
tion was observed in six children, but in two this 
was due to faulty technique. All children who by 
the age of 3 months have not obtained a cure should 
be referred to an orthopedist. 
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BRAZIL 


Gastroscopy.—Pontes and Meirelles reviewed a 
series of 400 gastroscopies in 346 patients (Rev. 
paulista med. 54:15, 1959). Comparing the gastro- 
scopic with the radiologic and surgical findings, the 
authors classified these patients as those in whom 
(1) gastroscopy confirmed the clinical and radiologic 
diagnosis (102 patients); (2) gastroscopy confirmed 
a tentative clinical and radiologic diagnosis (29); 
(3) gastroscopy revealed a lesion in addition to that 
diagnosed radiologically (18); (4) the correct diag- 
nosis was established by gastroscopy alone (99); 
(5) gastroscopy invalidated an earlier radiologic 
diagnosis and established a correct one, later con- 
firmed by operation or new radiologic examination 
(43); (6) gastroscopy did not contribute to the 
diagnosis and in some cases even confused the clini- 
cal reasoning, since it aroused an erroneous diag- 
nostic suspicion (17); (7) gastroscopy led to an er- 
roneous diagnosis (12); (8) gastroscopy was incon- 
clusive because some food remained in the stomach 
(13); (9) the diseased areas could not be observed 
because they were situated in so-called blind spots 
(6); and (10) the gastroscope could not be intro- 
duced into the stomach (7). Thus of the 346 pa- 
tients examined gastroscopy was of diagnostic aid 
in 291 or 84.1% (the patients in the first 5 cate- 
gories). Gastroscopy was of particular value in the 
diagnosis of certain forms of gastritis. It was also 
of help in the differential diagnosis of peptic ulcer 
or cancer. 


Laryngoscopy of the Subglottis.—In the examina- 
tion of the larynx, the subglottic region is always 
left unexplored, as the vision in this field is re- 
stricted, if not impossible. Dr. F. Freire, of the 
Sao Paulo State University Hospital, devised a tech- 
nique for examining this region by retrograde 
laryngoscopy which he reported to the Associagao 
Paulista de Medicina. With use of six anatomic 
preparations the examination was begun by punc- 
turing the trachea through the linea alba of the 
neck, the apparatus being introduced through the 
laryngotracheal ligament, between the cricoid car- 
tilage and the first tracheal ring. When loss of re- 
sistance occurred, meaning that the instrument had 
entered the tracheal lumen, the mandril was pulled 
out and an antrorhinopharyngoscope was _intro- 
duced until the tracheal mucosa was visible. 

By inclining the external part of the instrument 
the lenses and the light were pointed craniad, show- 
ing all the subglottis. By pushing the apparatus 
toward the subglottic dome it was possible to see 
the anterior and the posterior commissures, the 
lower surfaces of the vocal cords, and the vocal 
apophyses of the arytenoid cartilages. Pushing 
further through the glottis, it was possible to see 
the lower surface of the ventricular bands corre- 
sponding to the interligamentous glottis, part of the 
ventriculus laryngis, and the foot of the epiglottis. 
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In all six preparations the aspects were the same. 
Thus, having proof of the feasibility of the proce- 
dure, Dr. Freire, using the same technique, exam- 
ined an 81-year-old man who had carcinoma of the 
hypopharynx and the larynx to determine what 
parts should be resected. As a consequence of the 
retrograde examination it was decided not to per- 
form a resection but to apply roentgenotherapy. 


Artery Used to Replace Ureter.—J. L. Itiberé and 
co-workers, of the Sao Luis Gonzaga Hospital of 
Jagana, Sao Paulo, encouraged by their results in 
using arteries preserved in alcohol to replace blood 
vessels, tried them as replacements for the ureter. 
They reported their results to the Associagao 
Paulista de Medicina. Aortas of dogs, preserved in 
48% alcohol for 22 to 215 days at room temperature, 
were used as replacements for the right ureter in 
13 dogs. The ureter was severed about 4 cm. from 
the pelvis of the kidney, its distal stump being tied 
with cotton thread. The proximal stump was intro- 
duced into the arterial lumen, the ureter being 
maintained in its new position by the fixation of the 
upper end of the preserved artery to the retroperi- 
toneal fat and the adjacent peritoneum, which was 
folded over the prosthesis, thus filling the space 
resulting from the difference in diameter between 
the artery and the ureter. The prosthesis was then 
peritonized. Soon after the operation the dogs re- 
ceived 400,000 units of penicillin intramuscularly. 
In four dogs a left nephrectomy was performed 
before the grafting in order to ascertain the value 
of the prosthesis, and postoperative excretory uro- 
graphy was performed in eight. Five dogs died 
3, 4, 6, 15, and 150 days after operation, all but 
one from causes attributable to the operation. Eight 
dogs were alive 33 to 164 days after the operation, 
and of these three had previously had a nephrec- 
tomy. 


DENMARK 


BCG Vaccination of School Children.—A law passed 
in 1946 provided for the annual medical examina- 
tion for tuberculosis not only of every school child 
but also of every teacher and the school staff in 
general. Dr. K. Bojlen (Ugeskrift for laeger, April 2, 
1959) reported that the percentage of positive 
tuberculin reactors at the school-entry age in 
Copenhagen from 1937 to 1957 fell from 17.4 to 3.9. 
Encouraging as these figures are, they show that 
during the first seven years of life a child may still 
become infected. Between 1944 and 1957 50 mem- 
bers of the school staff were found to have active 
pulmonary tuberculosis. The author's proposed 
remedy for this state of affairs is a more systematic 
program of BCG vaccination as early as possible in 
the scholastic curriculum. Once children are thus 
vaccinated before entering school it should be pos- 
sible to follow them closely in this respect through- 
out their scholastic careers. The author recom- 
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mended that the routine practice of giving newborn 
infants in maternity hospitals BCG vaccination be 
revived. This was done in one such hospital in 
1950, and may have contributed to the fall in the 
percentage of positive tuberculin reactors in 1957. 


Poliomyelitis Vaccination.—_The State Serum Insti- 
tute in Copenhagen issued a memorandum on po- 
liomyelitis vaccination. A series of four injections 
will be given free of charge to anyone under 18 
years of age. As paralytic cases have occurred in 
quite young children, the lowest age limit has been 
brought still further down, and the vaccine can now 
be given to children aged only 4 or 5 months, but as 
infants are poor antibody-makers, because their 
mothers have transmitted antibodies to them, it is 
well to reduce the interval between each injection 
to one month. After the age of 1 vear the interval 
between the first and second injection should be 
four to six weeks, between the second and the third 
injection from 9 to 12 months, and between the 
third and fourth injection about one year. When in 
doubt about spacing of doses it is better to overdo 
than to underdo vaccination. The poliomyelitis vac- 
cine and the diphtheria-tetanus toxoid can be given 
on the same day. 


Stillbirth Rates.—Prof. D. Baird of the University 
of Aberdeen spoke on stillbirths at a meeting of 
the Danish Gynecological and Obstetric Society 
(Ugeskrift for laeger, April 9, 1959). He stated that 
in 1956 Denmark had a stillbirth rate of 17 per 
1,000 births, whereas the corresponding rate for 
England and Wales was 23. The figures for Scot- 
land also point to the relative superiority enjoyed 
in this respect by Denmark. The stillbirth rate ap- 
pears to be correlated with the cesarean section 
rate, as in Denmark it is about one-third of that for 
England. The reason why the Danes have achieved 
better results with simpler means, with regard to 
stillbirths, than the English and the Scottish may, 
in Baird’s opinion, be found in the better average 
physique of Danes. The mean height of Danish 
women is much greater than that of their Scottish 
sisters. This may be because of the agricultural life 
led by the Danes, who have been spared the slums 
created by an industrial mode of life. 


Cancer Propaganda and Tobacco Smoking.—In the 
Danish Medical Bulletin for March, 1959 (vol. 6), 
Dr. A. Norgaard traced the influence of fear of 
cancer on the consumption of tobacco. Toward the 
end of 1953 the Danish newspapers carried on an 
exhaustive debate on the alleged effects of cigarette 
smoking on the lungs, with special reference to 
cancer. To measure the reaction to this debate 
questions were addressed during the first four 
months of 1954 to 4,260 male and 2,089 female 
smokers. The answers showed that only 158 (3.7%) 
men and 90 (4.3%) women had stopped smoking 
altogether. These figures can, however, be made to 
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look more impressive by applying them to the 
whole of Denmark, with the calculation that had 
this census been conducted on a national scale 
about 46,000 men and 28,000 women would have 
changed their smoking habits and 5,800 men and 
3,200 women would have ceased to smoke al- 
together in response to the debate. 


Arterial Transplants.—Dr. P. A. Gammelgaard and 
co-workers (Ugeskrift for laeger, March 19, 1959) 
stated that in the sterilization of dry-frozen blood 
vessels in the artery bank ethylene oxide has been 
replaced, because of its explosive properties and 
irritant effect on mucosa, by a penicillin-streptomy- 
cin mixture. Bacteriological and histological tests 
were made directly after excision, after sterilization, 
and after dry-freezing. Although the supply to the 
artery bank was taken from persons under the age 
of 40 years whose deaths had occurred less than 48 
hours earlier, the samples discarded on account 
of such degenerative changes as atherosclerosis 
amounted to 35%. On a follow-up examination six 
months to two years after operation 13 of 17 pa- 
tients who had by-pass transplantations had satis- 
factory results, whereas thromboses had occurred 
in the others. In view of the legal difficulties arising 
from the employment of human graft material the 
search for artificial substitutes has been intensified. 
Ivalon has been shown to undergo certain struc- 
tural changes and to become too stiff in the human 
body. Crimped Teflon promises to be a satisfactory 
successor by virtue of the facility with which it can 
be handled and the retention of its best qualities in 
the human body, in which it is biologically inert. 


FINLAND 


Relapses After Surgery for Pulmonary Tuberculosis. 
—O. Periisalo and co-workers (Ann. chir. et gynaec. 
Fenniae 48:1-18, 1959) made a follow-up study of a 
series of 527 tuberculous patients who were treated 
surgically between 1949 and 1957. Statistics on the 
273 subjected to thoracoplasty showed that after an 
observation period of one and one-half to eight 
years primary and secondary cures were obtained 
in 71.2%, and 15.9% were still ill. Primary surgical 
mortality accounted for 2.5% and late tuberculous 
complications proved fatal in 8.6%. The data on 96 
patients subjected to pneumolysis showed that, with 
an observation period varying from two and one- 
half to eight years, the percentage of primary and 
secondary cures was 83.4 and 12% were still ill. 
Primary surgical mortality was 2.1% and mortality 
from late tuberculous complications was 2.5%. The 
follow-up studies on 153 patients operated on by 
pulmonary resection showed that, after an observa- 
tion period of six months to six years, the proportion 
of cures was 90.2% and 3.3% were still ill. Primary 
surgical mortality was 3.9%, and the mortality from 
late tuberculous complications was 2.6%. The re- 
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lapse rate in patients with extensive cavitation was 
55.3% after thoracoplasty and 46.7% after pneu- 
molysis. Most of these relapses, however, occurred 
after the thoracoplasties and pneumolyses_per- 
formed between 1949 and 1952, when the new 
drugs were not yet routinely used. In analyzing the 
type of resection used no major differences were 
apparent between the groups of those who had 
lobectomy, lobectomy plus segmental resection, and 
segmental resection alone. Their relapse rates were 
13.4 to 11.4%. There were no relapses after pneu- 
monectomy or polysegmental resection. 


Surgery in Aged Persons.—Viikari and Vaalasti 
(Ann. chir. et gynaec. Fenniae 48:19-30, 1959) re- 
viewed a series of 565 operations performed on 
persons over 70 years of age. Of these 72 were over 
80 years of age. The total postoperative mortality 
was 11%, 9% for those under and 22% for those over 
80. The mortality after emergency operations was 
21%, that after operations with absolute indications 
15%, and that after elective operations 5%. The 
chief causes of postoperative death were embolism, 
cardiac failure, and pneumonia. The author 
stressed the need for appropriate preoperative 
management of patients in order to diminish post- 
operative complications. In patients in whom a 
curative measure was in question, such as those 
with enlarged prostate, severe pains caused by 
biliary calculi, and hernia, the decision was usually 
easily made, for modern anesthesia increases the 
chances of a favorable outcome. The situation is 
more difficult if a malignant tumor is involved and 
a radical operation is necessary. The life of a per- 
son aged 70 to 80 may not be agreeable if, for 
example, the whole stomach or a lung is removed, 
however successfully. The life of such a patient 
would not be appreciably lengthened and as a re- 
sult of the operation his last years might be much 
more difficult than they would be if the operation 
had not been performed. 


GERMANY 


Hypergammaglobulinemia.—Kiihn and Hanusch re- 
ported, at the 65th meeting of the German Society 
of internal medicine at Wiesbaden in April, that 
55% of 3,000 paper electrophoreses showed an in- 
crease of the gamma globulin fraction of more than 
40%. Most of these were from patients with severe 
subacute and chronic hepatitis, cholangitis, hepatic 
cirrhosis, tumors (chiefly leukemia), and inflam- 
matory diseases of the heart, lungs, and pleura. The 
gamma globulin deflection showed, with few ex- 
ceptions, a broad base, and, especially in hepatic 
diseases, was asymmetric. In seven patients the 
gamma globulins were arranged in a more or less 
sharply pointed fraction with a narrow base; only 
one of these was a true gamma _ plasmocytoma. 
Patients with acute inflammatory and neoplastic 
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diseases usually showed an increase of serum pro- 
tein-bound carbohydrates in the rapidly moving 
range, while those with chronic inflammatory dis- 
eases, especially of the liver, also showed a large 
portion of serum protein-bound carbohydrates in 
the range of the increased gamma globulin fraction. 


Antirheumatic Drugs and Hyaluronidase.—At the 
same meeting H. Mathies of Munich stated that 
previous studies had shown that the hyaluronidase- 
inhibiting effect of antirheumatic drugs was bound 
to the function of the adrenal medulla (release of 
catecholamine ), An activity of the adrenal cortex 
‘an be proved, but it does not play a role in the 
process of hyaluronidase inhibition. Release of cate- 
cholamine from the adrenal medulla was indirectly 
proved by determination of the catecholamine 
content of the adrenals after administration of 
various antirheumatic drugs and treatments. Inten- 
sive studies showed that antirheumatic agents are 
of two classes. One kind (salicylates and gluco- 
corticoids) affect the release of catecholamine 
mainly at the expense of the normal adrenal depots; 
the other (phenylbutazone and estrogens) give 
rise to an increase in the production of catechola- 
mine, and a surplus of this is then released. 

The inhibition of hyaluronidase does not take 
place during the primary period of effect of cate- 
cholamine but only after its subsidence. Intensive 
work on the dependence of hyaluronidase inhibi- 
tion on the catecholamine effect has already been 
done. It depends not on the time of catecholamine 
release but on the time of decline of the previous- 
ly elevated catecholamine level. These findings 
suggested that the release of catecholamine starts 
a reactional process that requires further clarifica- 
tion. From the spreading effect achieved with a 
dyestuff plus hyaluronidase applied to rats and 
human beings it was seen that protamine sulfate 
blocks the hyaluronidase-inhibiting effect of hepa- 
rin and all other antirheumatic substances pos- 
sessing this property. The inhibition of hyaluroni- 
dase by epinephrine, levarterenol, histamine, and 
all other hyaluronidase-inhibiting substances and 
treatments (salicylates, phenylbutazone, adreno- 
cortical hormones, chlorethylbenzmethoxazone, 
mud baths, and sulfur baths) is blocked by ergota- 
mine tartrate and by antihistaminics. Not only 
ergotamine tartrate but also ganglionic blockers 
block the inhibition of hyaluronidase. 


Polysaccharide Content of Fibrin.—At the same 
meeting J. Rechenberger of Leipzig reported that 
carbohydrates are present as integral parts in the 
serum protein bodies under both physiological and 
pathological conditions. This polysaccharide por- 
tion increases in most pathological conditions. Only 
in diseases of the liver parenchyma were the levels 
found to keep within the normal range or to be 
only slightly elevated. A certain polysaccharide 
portion is also always found in fibrin. Fibrin was 
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prepared from oxalate plasma by means of throm- 
bin. With the orcin reaction and a modified Elson- 
Morgan test it was possible to demonstrate in vari- 
ous conditions that the polysaccharides hexosen 
and hexosamine were present in varied amounts, 
depending on the underlying disease. High poly- 
saccharide levels were associated with tumors, 
especially bronchial carcinoma, and in such inflam- 
matory diseases of the lung as lobar pneumonia. In 
diabetes, especially if attended by complications, 
the polysaccharide portion was increased, markedly 
in some patients, parallel to the increase of fibrin 
nitrogen. Investigations further suggested that car- 
bohydrates were closely linked with the synthesis 
and perhaps also the function of the fiber material. 


Hepatitis Contagiosa Canis.—At the same meeting 
Mohr and Schindler of Hamburg stated that viral 
hepatitis in a dog (hepatitis contagiosa canis) was 
first described by Rubarth in 1947. The causative 
organism is identical with that of fox encephali- 
tis, discovered by Green in foxes in 1925. In 1933 
Green experimentally investigated the pathogenic- 
ity of this virus for dogs. While in the fox the 
infection takes the course of an encephalitis, in the 
dog it is characterized by hepatitis. The report that 
ferrets and rabbits are susceptible to this virus has 
not been proved. Recent reports, however, indi- 
cated a possibility of transmission to monkeys, 
which suggested that human beings might become 
infected. 

The observation of an attack in a veterinarian 
caused the authors to investigate whether the virus 
of hepatitis contagiosa canis might be pathogenic 
for man. Two more human cases were observed in 
the veterinarian’s environment, and these also 
showed more or less marked symptoms and a high 
serologic titer for this infection. Liver swelling was 
the most characteristic symptom. Liver biopsy per- 
formed in another clinic, regrettably only toward 
the final stage of the disease, revealed histological 
indications of a noncharacteristic irritation of the 
liver tissue, with swellings of Kupffer’s cells and an 
increase mainly of eosinophils in the lobular sinus- 
oids. Liver function tests also showed slight devia- 
tions. From then on, one of the authors investigated 
serums of patients with hepatitis in the clinic and 
also serums from patients suspected of having psit- 
tacosis, toxoplasmosis, or undefined viral infection. 

The serums were examined for hepatitis contagi- 
osa antibodies by the complement-fixation reaction. 
Two positive reactions were obtained. In one it was 
too weak to permit any evaluation, but in the sec- 
ond a marked titer deviation was observed. The 
latter was in a serum that had been sent for diagno- 
sis because of undefined viral infection. This pa- 
tient had had contact with cats and dogs. On the 
first day of the disease an itching rash had been 
observed that spread over the whole body on the 
second day. The patient’s temperature was sub- 
febrile. He had conjunctivitis, bronchitis, and 
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swellings of the cervical, buccal, axillary, and in- 
guinal lymph nodes. The leukocyte count was 2,300 
with an increase of plasma cells and monocytes. 
The sedimentation rate was increased. A follow-up 
examination after four months confirmed subsid- 
ence of all symptoms, and at that time the result 
of the serologic test had become negative. The re- 
port pointed out that people in close contact with 
dogs may acquire this viral infection. It may run a 
mild course with only minor involvement of the 
liver, or it may develop as a severe disease with 
hepatic involvment. 


Absorption of Orally Taken Penicillin—A. Lange 
and co-workers (Arzneimittel-Forschung, vol. 9, 
1959) determined the blood levels of healthy volun- 
teers after oral administration of 100,000 and 
200,000 units of phenoxymethyl penicillin (PV), 
100,000 and 200,000 units of potassium phenoxy- 
methyl penicillin (PVK), and a combination of 
100,000 units each of PV and PVK. In the PV- 
treated group receiving 100,000 units (23 sub- 
jects) three types of reaction were observed: maxi- 
mum values occurring after one hour (early-level 
group, 8 subjects); two hours (middle-level group, 
10 subjects); and four hours (late-level group, 5 
subjects ). With double the dose there was a greater 
portion of early levels: 11 early, 3 middle, and 2 
late levels. In the PVK-treated group receiving 
100,000 units (15 subjects) peak levels occurred in 
13 subjects after only one hour, because of the more 
rapid absorption of the potassium penicillin; only 
2 subjects had middle levels. All of 15 subjects 
receiving 200,000 units of PVK had early levels. 
The values obtained with the combination of 
100,000 units of PV and 100,000 units of PVK in 
18 subjects were surprising. The ratio of early to 
late levels was 14:2, but, contrary to expectation, 
peak levels were higher than after 200,000 units of 
PV or 200,000 units of PVK. Also the values after 
four hours were clearly higher than those from 
200,000 units of PV. The comparatively great 
range of values was due to individual differences 
in decomposition, excretion, and distribution of the 
orally taken penicillins. Body weight, which also 
contributes to the divergence of values was not 
considered in these tests. 


Pseudoarthritis After Withdrawal of Prednisone.— 
Délle and Martini (Med. klin. 53:2177, 1958) re- 
ported that steroid pseudoarthritis with fatigue, 
diffuse muscle and joint pain, and psychic lability 
is especially likely to develop in women during the 
menopause after long-term corticosteroid treatment 
of primary chronic rheumatoid arthritis. The 
authors observed the same syndrome in three 
women in the menopause after sudden termination 
of prednisone treatment for idiopathic liver cir- 
rhosis. Joint pain predominated in the first and 
polyneuritic symptoms in the two others. Physical 
therapy and treatment with salicylic acid (of differ- 
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ential diagnostic importance ) had no effect. Treat- 
ment therefore consisted of gradual reduction of 
the prednisone dosage until its complete with- 
drawal. If the pseudorheumatism occurs after 
termination of the hormone treatment, prednisone 
should be reinstituted in low and gradually de- 
clining doses, until it is finally withdrawn. 


Separation of Urinary 17-Ketosteroids.—At the 65th 
meeting of the German internal medicine society 
at Wiesbaden in April, Heni and Gébel of Tubingen 
stated that separation by paper chromatography 
of the 17-ketosteroids in urine into their components 
is important in the differential diagnosis of hyper- 
corticoidism. A method was worked out which 
allows satisfactory but easy separation of andros- 
terone, etiocholanolone, dehydro-epiandrosterone, 
11-keto-androsterone, 11-keto-etiocholanolone, 11- 
hydroxy-androsterone, and 11-hydroxy-etiocholan- 
olone. The method was used in the examination of 
several forms of adrenocortical hyperfunction. Sep- 
arate demonstration of metabolites from androgens 
and cortins (within the 17-ketosteroid fraction) per- 
mits more definite conclusions of the type of adren- 
ocortical dysfunction than was possible with the 
previously used group reactions of the urinary 
corticoids or with adsorption chromatography to 
alumina. 

In the purely metabolic form of pituitary basoph- 
ilism only an increase in such metabolites of corti- 
sone as etiocholanolone, 11-keto-etiocholanolone 
and 11-hydroxy-etiocholanolone is found. In the 
mixed forms an increase in 11-keto-androsterone 
and 11-hydroxy-androsterone is also observed. 
Adrenal hirsutism with elevated 17-ketosteroid 
values is associated with an increase in dehy- 
dro-epiandrosterone, 11-hydroxy-androsterone, and 
androsterone. The clinical difficulties in the differ- 
ential diagnosis of uncomplicated hirsuties without 
elevation of the 17-ketosteroid levels are relieved 
further by administration of ACTH. In adreno- 
cortical dysfunction, increased excretion of metab- 
olites from androgens is observed. This is absent 
when the condition is of extra-adrenal origin. Con- 
genital forms of the adrenogenital syndrome, which 
are characterized by disturbances of the synthesis 
of steroid hormones, show an increase in 11-hy- 
droxy-androsterone, while the level of dehydro- 
epiandrosterone is only slightly elevated. 


Absolute Arrhythmia.—At the same meeting Franke 
and Stein reported on a series of 900 patients with 
a critical inflammatory or degenerative myocardial 
disease, valvular heart disease, or thyrotoxicosis 
and absolute arrhythmia. Only about 10% of the 
patients complained of cardiac irregularities. About 
50% of those with valvular heart disease and 25% 
of those with myocardial disease had cardiac de- 
compensation. The most frequent arrhythmia was 
auricular fibrillation. Pure auricular flutter was 
observed in only 5%. In 80% of the patients the 
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electrocardiogram (ECG) showed further signs of 
damage and 23 of 46 patients with paroxysmal 
absolute arrhythmia had a pathological ECG dur- 
ing the rhythmic phases. The average age of the 
patients with valvular heart disease was lower than 
that of the others, and twice as many had a history 
of embolism. Among the patients with valvular 
heart disease many had manifest cardiac failure 
and roentgenographically demonstrable auricular 
dilatation. Of the 80 patients receiving quinidine 
regular rhythm was established for lengthy periods 
in 16. 


Secondary Renal Insufficiency.—At the same meet- 
ing J. Frey of Freiburg reported that in diabetics 
increasing glucosuria (up to 150 Gm. per day) was 
accompanied by a steady increase in urinary volume 
and sodium, chloride, potassium, and phosphate 
excretion. The excretion of urea was less affected 
and creatinine excretion hardly at all. The concen- 
tration of urine was only slightly increased and 
with further sugar excretion returned to aglucosuric 
values. The speaker further stated that diabetic 
coma was a special form of functional kidney 
damage which might be associated with marked 
chloride and sodium deficiency and other electro- 
lyte changes in the plasma, such as hyperkalemia 
and hypokalemia. Because of the higher excretion 
of urates and of morphologic changes of the kid- 
neys resulting in gross deposits of urates in the 
kidneys in gout, renal function is impaired. The 
concentrating power of the kidneys is impaired 
and the excretory power reduced, with the excep- 
tion of urate clearance which is only slightly altered 
if at all and during the gouty attack may even be 
increased. In Fanconi’s rachitic syndrome it is diffi- 
cult to distinguish renal and extrarenal conditions, 
since this syndrome is not an anatomic but a clin- 
ical entity. The associated phosphaturia leads to 
osteomalacia. The prognosis is better in adults than 
in children. 


INDIA 


Tetracycline for Typhoid.—Parikh and Thanawala 
(Journal of the Indian Medical Association, vol. 32, 
April 16, 1959) gave tetracycline alone and in com- 
bination with chloramphenicol to 189 patients with 
typhoid. Salmonella typhosi in vitro was found to 
be sensitive to between 0.25 and 31.2 mcg. of 
tetracycline and in vivo to 10, 30, and 60 mcg. of 
tetracycline. The patients were treated by five regi- 
mens: (1) 30 were given 500 mg. of tetracycline 
every 4 hours; (2) 29 received 500 mg. of tetracy- 
cline every 6 hours; (3) 40 were given both 250 mg. 
of tetracycline and 250 mg. of chloramphenicol 
three times a day; (4) 28 were given 750 mg. of 
chloramphenicol twice a day for three to four days, 
followed by 750 mg. of tetracycline twice a day; 
and (5) 3 patients with severe toxemia received 
500 mg. of tetracycline intravenously twice daily 
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until their temperatures came down to normal; 2 of 
these were then given chloramphenicol by mouth 
and one was given tetracycline by mouth. The 
control group of 59 patients received 1.5 Gm. of 
chloramphenicol per day. The dosage in all the test 
groups was reduced gradually after the temperature 
touched normal, and therapy was continued for 
7 to 10 days. If tetracycline failed to bring the 
temperature down to normal within 7 or 8 days, 
chloramphenicol was given. 

Treatment was started in most of the patients on 
the 7th to 13th day of fever. There was no signifi- 
cant difference in mortality in those receiving 
tetracycline alone or chloramphenicol alone. The 
most remarkable effect of tetracycline was the clear- 
ing up of the toxemia. Most of the patients’ condi- 
tions became nontoxic within 48 to 72 hours, 
although their temperatures remained above nor- 
mal. As the patients improved they became more 
cooperative, and this helped in maintaining nutri- 
tion and in rapid recovery. The general weakness 
so often complained of in convalescence was also 
absent in patients treated with tetracycline. Chlor- 
amphenicol gave satisfactory results in patients who 
proved refractory to tetracycline. The results in the 
group receiving both drugs simultaneously were 
much better than in the control or any other group. 
Patients who received tetracycline alone or in com- 
bination with chloramphenicol were relieved of 
toxemia earlier than those who received chlar- 
amphenicol first and then tetracycline or chloram- 
phenicol alone. The duration of stay in hospital was 
less in those receiving combined therapy. Both 
drugs were well tolerated, there being hardly any 
side-effects. The two drugs given in combination 
also helped to reduce the carrier state. 


Viruses from Sporadic Cases of Meningitis.—S. Paul 
and co-workers (Journal of the Indian Medical 
Association, vol. 32, April 16, 1959) studied a 
sporadic series of 27 patients who had encephalitis, 
with a view to isolating viruses from the. stools. 
Eight healthy children and seven with febrile ill- 
ness other than encephalitis or aseptic meningitis 
were included as controls. Samples of stool, cere- 
brospinal fluid, and blood were examined. Blood 
specimens in the convalescent state were collected 
14 days after the onset of illness. From healthy chil- 
dren and patients with other febrile illness, only 
stool specimens were collected. All specimens were 
subjected to tissue culture, mouse inoculation, neu- 
tralization tests, and tests for virus isolation. Four- 
teen cytopathogens were isolated, 13 from stools 
and 1 from cerebrospinal fluid. Ten were isolated 
in cultures from patients with encephalitis, aseptic 
meningitis, or both and two in those from normal 
healthy children. No such pathogens were isolated 
in cultures from the seven with febrile illness other 
than encephalitis. Cultures from one patient with 
encephalitis yielded two cytopathogens, one from 
the stool and the other from the cerebrospinal fluid. 
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All patients with encephalitis had low-grade 
pyrexia and 10, 2 of whom had paralysis, showed 
signs of involvement of the central nervous system. 
Two developed residual paralysis, one died, and 
the rest recovered. Five samples of cerebrospinal 
fluid showed pleocytosis, three showed a moder- 
ately low sugar level, two increased protein levels, 
one decreased chloride levels, and two were nor- 
mal. Only one showed leukocytosis. Results of mouse 
inoculation tests showed 4 of the 14 cytopathogens 
to be pathogenic in mice. Neutralization tests 
showed that of the 14 strains studied 3 were polio- 
virus 1, one was poliovirus 2, two were poliovirus 
3, two were Coxsackie virus B5, 6 could not be 
neutralized by any of the poliovirus or Coxsackie 
virus serums used, and of these 6 only 4 could be 
neutralized by gamma globulin. None of the tested 
strains were neutralized by pooled monkey serum. 
The two poliovirus 1 strains were isolated from 
patients with paralysis or paresis, and one of these 
had residual paralysis of the lower limb. Poliovirus 
3 and Coxsackie virus B5 came from patients with 
aseptic meningitis. One of these strains was iso- 
lated from the cerebrospinal fluid of the patient 
whose stool cultures yielded poliovirus 2. None of 
the Coxsackie virus strains were isolated from 
healthy children. 


JAPAN 


Fall-out from Nuclear Tests.—A special committee 
headed by Dr. Totugi and appointed by the Atomic 
Energy Commission measured the fall-out of radio- 
active matter in and around Japan in 1957 and the 
first half of 1958. The fall-out showed a definite 
cumulative increase with each successive year. In 
the localities heaviest hit it is fast approaching a 
dangerous level. Japan seems to receive a heavy 
fall-out of radioactive dust from all directions— 
specifically from Eniwetok in the Pacific, from 
Nevada in the United States, from Siberia, and even 
from the North Pole. The tests of rain water for 
radioactive strontium (Sr°*’) showed more than 
8 pyc. In 1956 1 sq. km. in Tokyo contained 2 ye of 
Sr*’. In 1958 it had increased to 12 pe. In 26 sepa- 
rate areas the water supply contained Sr°’ in a 
dangerous concentration. Every test of foods grown 
on the soil showed a high level of Sr*’, the most 
notable being that found in rice. Fortunately, most 
of it is removed in the millings of the grain; but 
these heavily charged millings are fed to the live 
stock whose dairy products and meats are later 
eaten. We do not yet know whether the Sr*’ ingested 
in food and water ultimately reaches the bones. It 
is estimated that the amount of Sr°° ingested daily 
is 2.03 pyc by the urban and 5.8 pyc by the 
rural population. If to the above figures we add 
those for heavily laden drinking water and the un- 
polished rice used by some we reach a dangerously 
high daily dose of 26 pyc. 
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CORRESPONDENCE 


A PHILOSOPHY OF MEDICINE 


To the Editor:~The time-honored meaning of the 
word physician is under close scrutiny. We need 
an immediate and a long-range philosophy of medi- 
cine. The immediate needs must come from within 
the profession. There must be unity in principles, 
unity in action, and unity of dedication to the 
fundamental motivations and principles that facili- 
tated the emergence of medicine as a great science. 

The motivation of the physician today will have 
tremendous impetus on the future of medicine. If 
our primary motivations are knowledge of disease, 
understanding of the patient, and treatment of the 
patient, we shall remain true physicians, humani- 
tarians, and practitioners of the healing art. But 
when our primary motivation revolves around eco- 
nomics, we are in trouble. The latter motivation is 
then subject to legislation, controls, third-party 
intervention, and numerous alien impacts on the 
patient-physician relationship. The large increase in 
number of malpractice suits against doctors and 
hospitals proves that the old-time patient-physician 
relationship is shattered and that courts must now 
intervene to settle complaints. The person-to-person 
relationship between patient and physician becomes 
broken, and the right of preferred information is in 
jeopardy. Intervention by a third party breaks the 
most sacred and cherished privilege of medicine, the 
right to privacy. Great damage can be inflicted on a 
patient's ego by legislated method and management 
of his personal history. The physician management 
of medical care is changing, and this alone has hurt 
the valuable proved personal relationship which 
can exist between patient and doctor. 

The American way of life is changing, and we 
must take cognizance of it in any philosophy. Fed- 
eral legislation relating to medicine is a reality. 
State legislation providing medical care is increas- 
ing. The politicians, the labor leaders, the industrial- 
ists, and the insurance companies are now engaged 
in the administration of American medicine. These 
basic inroads into the private practice of medicine 
have been occurring for many years. It is a myth 
that bureaucratic medicine is cheaper and better 
than the private practice of medicine. Someone will 
pay for the operation of political medicine, and in 
the end it will be the patient—with his life—and the 
doctor—with his self-respect. 

Our immediate reaction to the changes in medical 
practice are diversified. The medical profession is 
divided. There are advocates who wish to cooperate 
with coercion and who accept and promote various 
agencies and medical programs without investiga- 
tion or intelligent critical examination. This en- 
courages governmental legislation, facilitates the 
creation and centralization of medical bureaucracy, 


and contributes to the policy that leads to the ulti- 
mate socialization of medicine and enslavement of 
both the patient and doctor. 

There are physicians who advocate compromise; 
they say that change is inevitable and that the needs 
of the people must be met. At the same time they 
attempt to preserve the private practice of medi- 
cine. They study numerous proposals and advocate 
various schemes that will impress the people and 
placate the physicians. They affirm freedom of 
choice of a physician, freedom in rendering medical 
judgments, and freedom in the pursuit of medical 
knowledge. The basic fallacy of compromise is 
third-party intervention, the application of non- 
medical judgments, and costly benefits appropriated 
to the advocates who pretend to render cheaper 
medical care. You may be sure that when insurance 
companies write policies they have profit in mind. 

There are physicians who advocate open resist- 
ance to change. These rugged individualists, staunch 
adherents to private enterprise, oppose the en- 
croachment on their personal liberty, judgment, 
and exercise of duty. Freedom is an American heri- 
tage and should be allowed to exist between patient 
and doctor. But the balance of power, greed, and 
ignorance are against advocates of individual free- 
dom, who lack support from within their profession, 
are legislated into piecemeal curtailments, and, as 
individuals, cannot stop the mounting entangle- 
ments and inroads being imposed on medical prac- 
tice. A united approach, rather than individualistic 
pronouncements, would be more effective. 

Our immediate action is diversified. The co- 
operators endorse, the compromisers negotiate, and 
the traditionalists oppose intervention. This divided 
state of opinion leads to chaos; medicine becomes 
contaminated, and an era of decline will be inaug- 
urated producing the typical decadent socialist- 
motivated type of doctor. 

The long-range view of future medicine requires 
substantial agreement on a philosophy of medi- 
cine. Without an adequate philosophy, we flounder, 
we opinionate, we wait, we surrender our gains to 
the politician, the labor leader, and the medical 
moron. From within the profession must come a 
unified concept of medical practice, a united ap- 
proach of combating destructive influences, and a 
presentation of a constructive program which will 
insist as well as prove that physicians are able to 
manage the health and welfare of American medi- 
cine and the American people. 

History has demonstrated that the greatest ad- 
vances in medicine occur when medicine becomes 
the prerogative of the physician. Medicine belongs 
to trained physicians, not to politicians, insurance 
companies, or labor leaders. The medical practice 
act has possibly solved many problems, and the 
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maintaining of high standards of medical practice is 
good, but the present trend of cooperation and 
sanction of ancillary persons dealing with the 
bodies and minds of sick persons will lead to de- 
cadence in the quality of medicine. Too many co- 
existing organizations and too many unqualified 
people have become private practitioners in the 
field of medicine. The unscientific and socialistic 
approach leads to physician deterioration and pa- 
tient mortality while the scientific methods leads to 
beneficial results. 

The solution to the problems of medicine will 
result only from unity, philosophic dedication, re- 
search, knowledge, understanding, sensitivity, and 
motivation. These attributes of a great physician 
will do much to stem the ever-mounting tides and 
sanctions of socialized medicine, state medicine, 
political medicine, third-party medicine, and prof- 
iteering medicine. Thus far, for the most part, the 
various forms of medical practices have been exe- 
cuted voluntarily by physicians. It is an error of 
judgment and lack of social perspective to coop- 
erate with detrimental programs. A return to funda- 
mental principles of scientific medicine and the 
practice of basic values is necessary if progressive 
medicine is to survive. There are many physicians 
who want to practice good medicine and who object 
to being sold into slavery for a few pieces of silver. 


ARNOLD FRIESEN, M.D. 
1060 E. Green St. 
Pasadena 1, Calif. 


THE STANDARD NOMENCLATURE AND 
THE INTERNATIONAL STATISTICAL 
CLASSIFICATION 


To the Editor:—As Chairman of the Advisory Medi- 
cal Board of the Standard Nomenclature of Dis- 
eases and Operations published by the American 
Medical Association, I am seriously concerned about 
the adverse effect which a report published in the 
June, 1959, issue of the Journal of the American As- 
sociation of Medical Record Librarians may have 
on the future use of the Standard Nomenclature in 
hospitals. 

Ten hospitals maintained dual indexes of dis- 
eases and operations in their record rooms, one 
using the numerical coding system of SNDO and 
the other, the coding system of the International 
Statistical Classification of Diseases, Injuries, and 
Causes of Death. The comparative trial is reported 
to have revealed that the coding and posting time 
was less with the ISC than with the SNDO. In 
using the two indexes to obtain records for study, it 
is reported that not only more records pertinent to 
the request but also more nonpertinent records 
were found in the ISC than in the SNDO indexes. 
These results could have been predicted, for a sys- 
tem with far fewer disease groupings will obviously 
take less coding and posting time than a more 
detailed and refined index. Also, the use of a sim- 
pler classification with more inclusive groupings 
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will result in more pertinent and, also, more non- 
pertinent records being drawn from the files for 
study. In fact, if the experiment had included a con- 
sideration of some uncommon diseases, the use of 
the simpler system with coarse disease groupings 
would have resulted in drawing a predominant num- 
ber of nonpertinent records from the clinical files. 

Having participated as a member of the United 
States Committee on Health and Vital Statistics in 
the last two decennial revisions of the International 
List, I am aware that the ISC is intended primarily 
to facilitate the exchange of information on dis- 
eases, injuries, and causes of death for public 
health and administrative purposes. It was not 
designed for clinical research. If the ISC were to be 
expanded and its details multiplied to meet the 
special needs of clinical research, the relative saving 
in the coding and posting time, its chief advantage 
over the SNDO indexes, would be wiped out. 

The authors of the report on the comparative 
study admit that almost all the medical record 
librarians who participated in the study “tend to 
prefer the greater specificity of SNDO.” The authors 
assume that “this preference is probably affected by 
greater familiarity with one system than another,” 
but this assumption is unwarranted for the partici- 
pating medical record librarians expressed their 
preference after a full year’s experience with ISC. 

The authors of the report admit that “The SNDO, 
constructed by expert physicians, is the official 
nomenclature accepted in the US. The ISC is a 
classification system, not a nomenclature. . . . Physi- 
cians should not be given the ISC manuals to use 
as an aid in recording diagnoses since this would 
tend toward use of poor diagnostic terminology.” 
Yet this is exactly what will happen in many hos- 
pitals if they abandon the use of SNDO in their 
record rooms and substitute the ISC indexes. Phy- 
sicians will soon tend to forsake the use of SNDO, 
with resulting deterioration in the accuracy and 
completeness of diagnostic information. 

It has taken more than 30 years to develop SNDO 
and achieve its employment by physicians in hos- 
pitals throughout the United States. During these 
years, it has taught many thousands of medical 
students, residents, and attending physicians to use 
exact and meaningful medical terms. The use of 
SNDO has simplified the work of record room 
librarians by enabling them to obtain complete diag- 
noses from the clinical services, which are ready for 
accurate filing in the disease and operation register. 

The report fails to disclose any advantages of the 
ISC system of sufficient importance in hospital 
work to counterbalance the serious clinical and 
educational loss to American medicine which is 
bound to follow its introduction in hospital record 
rooms as replacement for SNDO. I sincerely hope 
that this will not happen. 


Georce M.D. 

The Mount Sinai Hospital 
Fifth Avenue and 100th Street 
New York 29. 
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THIRD-PARTY MEDICINE—PAST, 
PRESENT, AND FUTURE 


Cyril Costello, M.D., St. Louis, Mo. 


Medical students have informed me that they 
hear and read virtually nothing which answers their 
growing curiosity about third-party practice as they 
approach their entrance into the private practice 
of medicine. My views on this subject were sought 
because I am engaged in the private practice of 
surgery and have also engaged in the encourage- 
ment and planning of third-party medical programs 
in our community. 

The term “third party” appears in the 1955 edi- 
tion of the American Medical Association’s “Guid- 
ing Principles for Evaluating Management and 
Union Centers” which, among several features, 
quotes chapter 7, section 4, pages 26-27 of The 
Principles of Medical Ethics of the American Med- 
ical Association, December, 1954: “Free choice of 
physician is defined as that degree of freedom in 
choosing a physician which can be exercised under 
usual conditions of employment between patients 
and physicians. The interjection of a third party 
who has a valid interest, or who intervenes between 
the physician and the patient, does not per se 
cause a contract to be unethical. A third party has 
a valid interest when, by law or volition, the third 
party assumes legal responsibility and provides for 
the cost of medical care and indemnity for occu- 
pational disability.” This statement, through which 
the American Medical Association approves as 
ethical properly conducted contract medicine, is 
apparently the origin of the expression “third party.” 
While the expression is of recent origin, the prac- 
tice is as ancient as medicine itself. We must, for 
the purposes of this dissertation, keep in mind that 
there is a difference between medical art and med- 
ical economics. The former is the collection of 
techniques and skills employed in the prevention 
and treatment of diseases. The economics compre- 
hends the usages, conditions, and arrangements un- 
der which medical services are available. 

Little doubt exists that progress in medicine 
could not have flourished as it has without the aid 
of third parties. Every culture, however primitive 
or advanced, has been confronted with a number 
of basic needs of its people for food, clothing, 
shelter, a common defense, a moral code, and a 
variety of entertainments to escape from the hum- 
drum routine of life. Among the mightiest of these 
great tasks is the maintenance of the health of the 
people. The success of this effort depends not only 
on medical technology but also on the economic 
arrangements under which the medical arts are 
dispensed. 


Assistant Professor of Surgery, Washington University School of 
Medicine. 

Annual Phi Rho Sigma Lecture, St. Louis University Medical School, 
March 3, 1959. 
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Historical Evolution 


Third-party medicine was one of the great for- 
ward steps in civilization. From the earliest days 
the king had his personal physician, and the latter 
attended to the physical needs of the entire court, 
although he was paid and maintained by the king. 
Even earlier than that, the first manifestation of 
the good neighbor was found in the story told by 
the Lord of the unfortunate man who fell among 
thieves on the road from Jerusalem to Jericho. The 
Good Samaritan bandaged up his wounds, took 
him to the inn, and left money for his care, perhaps 
the first record of third-party medicine. 

In his historical evolution man discovered what 
he called freedom and he harkened back to the 
days of Athens and Sparta and began to form re- 
publics. Even the legislators and tax collectors 
derived their position and income from the taxes 
paid by people whom they served, but whom they 
never saw or knew. Industry also learned that the 
most efficient way to transact big business was 
through corporations, although this device, even 
as far back as Ancient Greece, had never been used 
except for such things as the maintenance of uni- 
versities. In the United States, it was not until after 
our Civil War that the corporation was applied to 
big business, and this became the birth of the most 
serious third-party activity of all times. 

Until about 1890, a laborer earned about one 
dollar a day. A man named Samuel Gompers or- 
ganized workers on the basis that everyone was 
entitled to fair compensation for his toil and to 
some enjoyment in life. He organized labor on a 
fair and just basis, so that the man who worked 
conscientiously had the kind of opportunity which 
was taken advantage of by many of our men who 
subsequently rose from rags to riches. Nowhere in 
history have so many received so much through 
oppertunity and returned so much to others in 
labor as in the United States. In the provision of 
opportunity and improved working conditions, 
however, medical care and maintenance of health 
became significant factors. 

Hospitals first came into existence along the bat- 
tlefields of the Holy Land during the first crusade, 
provided and maintained by a benevolent third 
party known as the Knights of St. John, who subse- 
quently became the Knights of the Cross and whose 
chief later became the first king of Prussia. It was 
found in our early experience with hospitals in the 
United States that people coming to them could 
not pay. Hospitals depended for financing on en- 
dowments and charitable contributions which, how- 
ever, were sporadic; thus hospitals could not main- 
tain themselves. 


Development in the United States 
Until about 1880, life insurance was looked on 
as immoral, since many contended that it put a 
premium on murder. Yet today no head of a family 
in even the humblest circumstances would think of 
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leaving his family unprotected by life insurance. 
As insurance theory and practice grew and pre- 
vailed, not only for life but for protection against 
unusual losses by fire, theft, and accident, it be- 
came logical that the successes in these operations 
should be applied to protection against losses by 
sickness and injury. As society grew more complex 
it was found that, where a serious sickness arose, 
a family was set back as much as a year’s earnings. 
Thus it was that the modern third party was intro- 
duced into medical care, and there has evolved 
active insurance company participation, including 
the nonprofit, “Blue” third-party programs of the 
medical societies. Doctor and hospital care could 
not exist as we know them today without the third 
party. 

How active has this third party become in pri- 
vate medical care? During the 1929 depression 
few hospitals survived financially. Today it is likely 
that most private hospitals would be in desperate 
condition were it not for the effect of these third- 
party contributors. In our own Barnes Hospital 
(which may be typical of a medical center private 
hospital), 50% of dollar income is paid by third 
parties, approximately two-thirds of all patients’ 
income is paid by third parties, and approximately 
two-thirds of all patients admitted to the hospital 
are sponsored by third-party contributors (personal 
communication from Dr. Crawford Vermillon, as- 
sistant director, Barnes Hospital). It is difficult to 
believe that any doctor very actively engaged in 
any type of private medical care today can honestly 
disclaim interest and participation in third-party 
medicine, which has been defined, both by official 
medical circles and by experience in this and other 
American communities, as ethical, legal, necessary, 
and prevalent. This should never be confused with 
socialized (government) medicine, which it strives. 
by the very nature of its voluntary aid, to oppose. 
It has become a popular subject in medicine during 
the past several years because of the great interest 
shown by the population in seeking access to mod- 
ern medical care on a prepaid basis, as well as the 
increased third-party activity by industrial con- 
cerns, labor unions, and insurance companies repre- 
senting large groups of individuals. 

The oldest management third-party program 
dates back to 1868. The oldest union third-party 
program dates back to 1913, with approximately 50 
such centers in operation today and, as pointed out 
by Dr. Robert Bassett at his recent installation as 
president of the St. Louis Medical Society, “Third 
Parties include: 1) Blue plans sponsored by doctors; 
2) Commercial insurance companies; 3) Govern- 
ment agencies which control the Vendor program, 
Medicare, V. A., and other programs; 4) So-called 
independent plans; 5) Industrial medicine in all of 
its phases; 6) The widespread Labor Health plans, 
all to the extent that today over one hundred and 
ten million Americans have some protection against 
illness and accident (Bulletin, St. Louis Medicine, 
Jan. 14, 1959).” 
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In St. Louis, third parties of various types have 
long practiced employment of physicians for various 
degrees of medical service in behalf of their mem- 
bers. The following well-known and well-estab- 
lished industrial organizations practice third-party 
medicine: General Electric Company, Union Elec- 
tric Company, United States Defense Corporation, 
Anheuser-Busch Company, Fisher Body Company, 
American Brake Shoe Company, Southwestern Bell 
Telephone Company, Emerson Electric Company, 
Mallinckrodt Company, Monsanto Chemical Com- 
pany, International Shoe Company, Pevely Dairy 
Company, National Lead Company, General Cable 
Corporation, Famous Barr Company, McDonald 
Aircraft Company, Aeronautical Chart & Informa- 
tion Center, Frisco Railway, St. Louis Public Serv- 
ice Company, and numerous others. In addition, 
groups not to be classified as industrial or business 
concerns engage in the same type of third-party 
employment of physicians; and these include both 
St. Louis University and Washington University 
with their student health centers and medical 
schools, which provides employment for teaching 
and medical practice; family agencies and chil- 
dren’s institutions; nursing homes; the St. Louis 
Society for Crippled Children; the city and county 
health departments; the city, county, and state hos- 
pitals; and others. Still another group performing 
as a third party in employing physicians in this 
community is organized labor through such plans 
as the Labor Health Institute of the Teamsters, the 
Medical Institute of the Meat Cutters, the Ladies 
Garment Workers Medical Center, the United Mine 
Workers program, and the Missouri Pacific Hos- 
pital Association. 

Thus it is seen that the experience of medical 
practice with third-party agents is extensive in both 
duration and quantity in our own community, and 
there have been few doctors who have entered 
practice in recent years who have not engaged 
almost from the outset in some form of third-party 
practice, generally on a part-time basis. Local med- 
ical societies, as well as the American Medical As- 
sociation Council on Medical Service, have achieved 
much during the past 15 years in encouraging and 
cooperating with insurance companies and service 
plans serving the best interests of their members. 
The underlying view is that there must be a com- 
mon ground for providing voluntary medical insur- 
ance and service at reasonable rates to all Amer- 
icans, especially those in the middle and lower 
income brackets. 


Problems of Policy and Control 


The appearance on the scene of a third party 
who will pay bills does not provide a complete 
solution to the problem. The American medical 
profession in very recent years made its position 
clear on this subject when it opposed the Murray- 
Wagner-Dingell bill, which sponsored socialized 
medicine with its offer to pay the bills. The medical 
profession made an emphatic reply of opposition 
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to any attempt to federalize the practice of medi- 
cine in this country, as has been done in numerous 
other countries to the discredit and eventual de- 
terioration of their medical standards. The medical 
profession now eyes the union third party not only 
with respect for what good it may accomplish in 
the health field by paying the bills of doctors, and 
hospitals, and others but also with alarm for what 
damage it may do to the standard of medicine if 
it attempts and succeeds, for reasons of self- 
aggrandizement or exploitation for power, in inter- 
fering with the first and second parties and the 
quality of the medical care extended. Some alarm 
results in part from the general unpopularity of 
labor unions and in part from the alterations in the 
traditional private patient-doctor practice. Doctors 
who have fancied themselves as rugged individual- 
ists and those who are neighborhood practitioners 
have seen their private patients disappearing to 
V. A. hospitals, industrial health centers, labor 
health centers, and elsewhere increasingly and are 
inclined, therefore, to oppose all plans as amounting 
to interference. Furthermore, there are those who 
are just as alarmed at the ultimate possibility of 
having powerful labor organizations or insurance 
companies dictate medical policy and medical 
financing as they were alarmed at the prospect of 
having the federal government dictate in this ca- 
pacity. 

To evaluate this labor third party, the Commis- 
sion on Medical Care Plans of the American Med- 
ical Association has conducted several important 
surveys, including one with detailed descriptions of 
29 union health centers that was reported in Sep- 
tember, 1958. In their conclusions, the commission 
emphasized the generally high quality of medical 
care provided in the modern union health centers 
as compared to the standard of practice elsewhere 
in the United States. 

What, then, becomes the future trend in third- 
party practice based on past and present experience 
and, specifically, what are the answers for those 
now completing their medical training and about 
to embark into this socioeconomic whirl of first, 
second, and third parties? 

Would that I could borrow the wisdom and 
ability of the divinely inspired Moses, or Polonius, 
or the elder Germont. But, alas! I feel no security 
in predicting what is best. There are, however, 
some self-evident facts on which one can safely 
proceed. 

Medical technology has improved immensely, 
und medical economics is changing in response to 
the greatest challenge of our time, viz., how to 
make this high quality of medicine obtainable by 
all. In this medico-economic reformation, the phy- 
sician should be vigilantly responsible for opposing 
any change which will threaten to sacrifice the qual- 
ity of medical achievement or its continued prog- 
ress. He must also be mindful of all people’s de- 
mand for this care and cooperate in planning with 
them and their third-party representatives how to 
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make it available to them at reasonable cost. 

False issues between physicians must be recog- 
nized and eliminated. The various techniques of 
medical practice today (solo, group, general, spe- 
cialist) are all well established, ethical, and legal 
and all are competent to provide excellent medical 
care. “Fee-for-service,” “prepaid care,” “salary con- 
tracts,” and “third party” per se are all ethical and 
acceptable to organized medicine. It is not likely or 
necessary that any one system of practice will ever 
serve the various interests among the purchasers of 
medical care, and there is no place for competitive 
tensions between such participants. 

Socialized (government) medicine must be op- 
posed, although federal, state, and local govern- 
ments are now widely engaged in medicine in the 
United States. Wherever voluntary groups and pri- 
vate enterprise can be encouraged to do the work, 
they deserve the cooperation and aid of doctors, 
since it is historically established that government 
domination of medicine leads to an inferior quality 
which Americans need not and have not settled for. 


Recommendations 


In my own experience and deliberations on the 
subject, I have concluded that the extraordinary 
achievement in the standard and quality of medical 
practice in the United States must be protected by 
regulation, so that it does not get lost in the many 
changes and influences to which it is being, and 
will be, subjected by the economy. This protection 
must be provided by those who have developed 
and practiced this quality, the doctors. I believe it 
is urgent that the American Medical Association 
recommend that any physician who accepts em- 
ployment by a third party in caring for patients 
should have in his possession a contract which 
guarantees protection of the ethics of the profession 
and the delegation of medical policy and quality 
to the doctors. The American Medical Association 
should provide a type of contract for this purpose 
and it should include the following points: (1) as- 
surance that the third party will not interfere in 
strictly medical matters dealing with traditional 
doctor-patient relationships; (2) assurance that pro- 
fessional qualifications for participating personnel 
be determined entirely by the profession, without 
lay interference; and (3) assurance that any disputes 
between medical and lay members will be settled 
through joint negotiations and then, if necessary, 
by impartial arbitration. 

If the practice of third-party medicine will ulti- 
mately result in the domination and control by a 
business head, then such a practice would be not 
only unethical but also uneconomical and immoral. 
The only way to prevent such an undesirable result 
is for organized medicine to appreciate the impend- 
ing danger and to take necessary steps, nationally 
and locally, to prevent the catastrophe. Will the 
future of medical practice be dominated by the 
business head of third-party organizations or by 
the guardians of the ethics of our profession? 
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THE LEISURE CORNER 


THE RING COLLECTOR 


The small band known to us as the finger ring 
has been an ornament and an expression of affection 
for thousands of years. The custom of wearing rings 
is probably as old as man. Rings have been found 
in ancient Egyptian tombs. They have long been 
symbols of a ruler’s authority; kings gave their rings 
to trusted servants, and the ring gave the wearer 
the power of king's messenger. The Bible relates 
that Pharaoh placed his signet ring on Joseph's 
finger and that from this ring all men knew that 
Joseph had the sovereign powers of a king. The 
Romans probably originated the use of engagement 
or betrothal and wedding rings, a custom continued 
throughout the world to the present day. 

Superstition surrounds the earliest legends con- 
cerning rings. Many people still tie strings around 
their fingers as a reminder. This tradition goes back 
to Mount Olympus, where Prometheus was said to 
have been chained for 1,000 years because he dared 
steal the sacred fire of heaven for mortal use. Jupiter 
took pity on Prometheus and bade him go free, 
with the proviso that he wear part of the chain 
around his finger, a reminder of his past servitude. 

Primitive men would tie bands of sweet grass or 
narrow thongs of leather about the fingers of their 
women to remind them to remain faithful while 
they were away hunting game. Today, wedding 
rings are presumed to remind men and women that 
they are married. Rings are also worn to commem- 
orate birthdays, school graduations, friendships, 
and memberships in organizations. Most rings are 
made of gold or other precious metals, plain, en- 
graved, or set with stones. The most popular pre- 
cious stone used in ring settings is the diamond, but 
others widely used are amethyst, topaz, turquoise, 
emerald, pearl, ruby, and sapphire. 

Since human beings fear illness and death most, 
it can come as no surprise that throughout history 
rings have been worn to combat the possibility of 
the “evil eye,” demons, witches, illness, and weak- 
ness, in fact every type of danger and disease. In 
warding off devils, madness, and death rings have 
long been regarded as possessing unusual curative 
and preventative powers. This was particularly true 
in the case of “cramp” rings. The fear of cramps was 
at one time as acute as the fear expressed by some 
swimmers today; the spasmodic and powerful con- 
traction of the muscles was thought to produce 
permanent paralysis. But if a ring blessed by holy 
men were worn, it would ease the discomforts that 
ensued, 
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The collecting of rings and the study of their his- 
torical background has provided a fascinating hobby 
for many doctors because the association with dis- 
ease has made the ring a symbol both therapeutic 
and psychological. Rings made of silver were once 
worn to cure fits and convulsions, rings made of elk 
hoof to cure epilepsy. Rings made of pure silver 
“of the moon,” set in a piece of elk hoof under 
proper zodiacal signs and during the favorable con- 
junction of the planets, would prove “certain” to 
cure all diseases of the brain. Nasal congestion was 
treated by inserting medicated rings in the nostrils 
of patients. 

Galen, who gained great fame as a general prac- 
titioner in Rome early in the 2nd century, wrote 
about a ring set with sard (a variety of cornelian ) 
which weighed 20 grains and was supposed to in- 
sure deep and tranquil sleep and give protection 
against troublesome dreams and fearsome visions. 
Marcellus Empiricus, who practiced medicine in the 
6th century, recommended a finger ring made of the 
hoof of a rhinoceros. He claimed that any patient 
suffering from “obstruction of the nerves” would 
experience relief by wearing the ring. Rings were 
also used as antidotes against poison. One example 
concems a toadstone set in an open ring that would 
produce, it was claimed, a sensation of heat at the 
point of contact with the skin. Rings were also pre- 
scribed for respiratory tract disorders, notably 
sneezing and coughing. Infection, on the other hand, 
was treated by rubbing a gold ring firmly against 
the infected area, which would supposedly draw out 
the pus and alleviate the infection. Bilious and 
intestinal difficulties were not overlooked; a 6th 
century medical practitioner named Alexander 
Trallianus prescribed a type of ring that was pro- 
claimed to cure kidney disorders, ulcers, and 
leprosy. 

During the 16th century rings were worn on 
specific fingers in keeping with the occupation or 
personal inclination of the wearer. Thus, doctors 
wore rings on the thumb, merchants on the index 
finger, jesters on the middle finger, students (not 
lovers) on the annular finger, and lovers on the 
auricular (small) finger. 

Ring collectors are constantly looking for interest- 
ing inscriptions to convey the sentiments of the giver 
of a ring. The following inscriptions were found at 
random in various books dealing with rings: 

My giving this 
Begins thy bliss. 


Hearts content 
Can ne’er repent. 


And as this round is nowhere found 
To flaw, or else to sever, 

So let our love as endless prove, 
And pure as gold forever. 


| ; 
| 
ak 
» 
| 
: 
if 
x 
a a 
=| 


168/1720 


J.A.M.A., Aug. I, 1959 


MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Some Observations on the Malabsorption Syndrome, 
Based on the Use of Absorption Tests and Biopsy 
of the Small Intestine. P. J]. Culver, J. A. Benson Jr., 
E. Strauss and C. M. Jones. Gastroenterology 
36:459-466 (April) 1959 [Baltimore]. 


Since surgical exploration for biopsy of the small 
intestine is too formidable a procedure for the 
study of most patients with the sprue syndrome, the 
announcement by Shiner of a practical peroral 
biopsy tube is welcome news. Tools are now avail- 
able for correlating the histology of promptly 
fixed specimens of intestinal mucosa with the ab- 
sorptive functions of the small intestine. It was the 
aim of the studies described to compare the his- 
tology of “freshly fixed” surgical biopsy specimens 
of the small intestine with specimens taken via the 
Shiner tube from the same area, and in one case 
with postmortem material. Laparotomy was _per- 
formed on 7 patients admitted with a diagnosis of 
sprue. Biopsies of a segment of the upper jejunum 
were performed without the application of clamps. 
In 3 patients the Shiner tube was passed just prior 
to the surgical biopsy, and a specimen was taken 
from the same area of the jejunum. The specimens 
were immediately fixed in 10% formalin in the 
operating room. One patient died of acute coronary 
thrombosis on the 11th day after laparotomy, pro- 
viding material to show the changes of postmortem 
autolysis. An 8th patient with long-standing sprue 
did not have a laparotomy, but formalin was in- 
jected into the stomach and abdominal cavity im- 
mediately after death. The tissues were routinely 
blocked in paraffin, and sections were stained with 
hematoxylin and eosin. The histological studies 
on the intestinal specimens focused attention on the 
thickness of the mucosa (atrophy); aspects of the 
villi; arrangement, size, shape, and cytoplasm of 
the epithelial cells, and also various aspects of the 
nuclei of these cells; the lamina propria; and the 
submucosa. 


The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1950 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub- 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from them. 


In order to arrive at an approximation of the 
severity of morphologic change, the findings which 
might alter surface area, activity of the villi, epi- 
thelial cell function, and transport of foodstuffs 
away from the intestinal mucosa were evaluated. 
Then a composite estimate of the over-all histo- 
logical defect was made. Results of the various 
biochemical tests for measuring intestinal absorp- 
tive function in each patient were likewise pooled 
to provide a composite estimate of the degree of 
malabsorption at the time of biopsy. All the patients 
studied had histological abnormalities of the small 
intestine, but the abnormalities found have not yet 
been demonstrated to be specific for sprue. There 
was dissociation between the severity of histo- 
logical abnormality and the severity of mal- 
absorption. This suggests that biochemical ab- 
normalities of the intestinal mucosal cells may be 
the primary factor in the pathogenesis of the sprue 
syndrome. 


Clinical and Pathological Studies of Joint Involve- 
ment in Sarcoidosis. L. Sokoloff and J. J. Bunim. 
New England J. Med. 260:841-847 (April 23) 1959 
[Boston]. 


The authors report on 5 negro patients, a 33- 
year-old man, 3 women between the ages of 24 
and 33 years, and an 11-year-old girl, with sarcoi- 
dosis in whom polyarthritis was a conspicuous 
feature. In 3 patients, arthritis was the initial or 
early manifestation of sarcoidosis. In each of the 
patients, systems other than the joints were involved 
in the sarcoidosis; 2 patients had sarcoid of the 
skin, 1 had erythema nodosum, 2 had uveitis and 
other ocular lesions, 4 had pulmonary involve- 
ment, and 4 had hilar adenopathy. Biopsy estab- 
lished the presence of noncaseating tubercles in the 
synovial tissue in 3 patients, and a submiliary granu- 
loma suggestive of sarcoid in a 4th patient. In the 
5th patient, the synovitis was of nonspecific histo- 
logical nature. No fungi or acid-fast organisms 
could be recovered from the lesions. Although bone 
lesions were present in 3 of the 5 patients, the 
phalanges of the hands being affected in 2 and the 
phalanges of the feet in 1, the joint disease was 
not secondary to that in the bone and must be 
regarded as an intrinsic manifestation of the sar- 
coidosis. There is reason to believe that joint in- 
volvement of this sort is commoner than has been 
recognized previously, and that it has been mis- 
takenly diagnosed as rheumatic fever or rheumatoid 
arthritis. Although erythema nodosum was present 
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in only 1 of the 5 patients, it has been present in 
most of the cases reported by other workers. The 
frequency with which the lesion is associated with 
erythema nodosum invites speculation about the 
role of hypersensitivity in the pathogenesis of the 
disorder and also raises the question whether the 
arthritis and adenopathy of erythema nodosum are 
not themselves inherently related to sarcoidosis. 
Synovial biopsy may be of diagnostic value in such 
cases. 


Agammaglobulinemia: Report of a Case of Histor- 
ical Interest. H. B. Slavin, E. L. Alling and E. H. 
Keutmann. New England J. Med. 260:852-856 (April 
23) 1959 [Boston]. 


The authors report the case of a male patient who 
was 13 years old when first seen in 1927 in the pedi- 
atric outpatient department of the Strong Memorial 
Hospital in Rochester, N. Y. He was underweight, 
complained of lassitude, and had had many sore 
throats. In 1933 he was seen at the Rochester Gen- 
eral Hospital because of persistent, productive 
cough. He had left-side basilar bronchiectasis. A 
phrenicectomy was performed in 1934. In 1936 he 
was again admitted to the hospital, at this 
time for pneumonia. In 1937 a myringotomy was 
done for otitis media. From October, 1939, until 
his death in September, 1942, at the age of 29 years, 
he was hospitalized for 465 days, during 353 of 
which he had fever associated with cellulitis of the 
right thigh, antral sinusitis, acute proctitis, pneu- 
monia, erythema nodosum, generalized arthralgia, 
a peritonsillar abscess, otitis media, appendicitis, 
bronchopneumonia, and parotitis. In November, 
1941, he was found to have hypoglobulinemia. This 
was the first time that the plasma protein levels were 
determined. The electrophoresis apparatus was not 
available for study of the patient’s plasma proteins 
until April, 1942. The electrophoretic analysis re- 
vealed a complete absence of the gamma peak. 

The effect of hyperimmunization with horse 
serum, the patient’s sensitivity to tuberculin and 
sulfathiazole, absence from the circulation of anti- 
bodies against a bacterium that caused repeated 
infection (type 19 pneumococcus), and failure to 
detect hemolytic complement in the blood serum, 
together with marked proliferation of the reticulum 
of lymph nodes and absence of plasma cells from 
all the tissues examined, are described and dis- 
cussed. After a transfusion of normal plasma, 
gamma globulin did not appear to be removed 
from the blood stream faster than normal. The 
absence of a history of recurrent bacterial infections 
in infancy or early childhood and of detectable 
bacteremia during the frequent occurrence of such 
attacks in later life, together with the fact that the 
patient lived for 29 years, suggests that this case 
of agammaglobulinemia was the so-called acquired 


type. 


MEDICAL LITERATURE ABSTRACTS 


169/1721 


Study on the Behavior of Bromsulphalein in Jaun- 
dice Diseases. I. Oddone, G. C. Bruno and P. C. 
Micheletti. Minerva med. 50:781-788 (March 17) 
1959 (In Italian) [Turin, Italy]. 


The behavior of Bromsulphalein in 34 patients 
with different jaundice affections was _ studied. 
Eight patients had posthepatic (or obstructive) 
jaundice with no evident signs of hepatic damage, 
5 had posthepatic jaundice with evident signs of 
hepatic damage, 5 had acute hepatitis, 3 had 
hepatocholangeitis, 11 had cirrhosis, and 2 had pre- 
hepatic jaundice. Bromsulphalein retention tests 
made in all the patients 30 minutes after the injec- 
tion gave uniform results; the highest retention 
value (74%) was obtained in a patient with ob- 
structive jaundice and no apparent hepatic dam- 
age, and the lowest value (16%) in a patient with 
acute hepatitis. Retention tests made 24 hours after 
the injection of Bromsulphalein yielded the highest 
values in patients with posthepatic icterus; values 
obtained in patients with hepatic damage were 
lower than those in patients with no damage. The 
lowest retention values were obtained in patients 
with cirrhosis. Intermediate values were obtained 
in patients with hepatitis. Values obtained in pa- 
tients with hepatocholangeitis were similar to those 
obtained in patients with obstructive jaundice. Tests 
to determine the values of the constant of Brom- 
sulphalein fall in the blood gave the lowest values 
in patients with posthepatic jaundice and no ap- 
parent damage; values increased markedly in pa- 
tients with posthepatic jaundice and evident liver 
damage; the highest values were obtained in pa- 
tients with cirrhosis. Intermediate values were ob- 
tained in patients with hepatitis and in those with 
hepatocholangeitis. Tests to determine the percent- 
age of Bromsulphalein eliminated through the bile 
ducts yielded the highest values in patients with 
cirrhosis and in those with hepatitis. Values ob- 
tained for the remaining patients were high in those 
with jaundice with evident hepatic damage and low 
in those with no damage. The results obtained with 
tests to determine the period of persistence of 
Bromsulphalein in the blood and the quantity of 
coloring substance eliminated in the first 24 hours 
through the emunctory action of the kidney were 
comparable to those obtained with retention tests 
24 hours after the injection of the drug. 


Cirrhosis in Women: A Clinicopathologic Study. 
L. G. Stuhler, A. H. Baggenstoss and H. R. Butt. 
Gastroenterology 36:467-479 (April) 1959 [Balti- 


more]. 


The authors point out that de Josselin de Jong 
in 1931 defined cirrhosis on the basis of 3 common 
pathological characteristics: (1) degeneration and 
death of hepatic cells, (2) proliferation of connec- 
tive tissue, and (3) regeneration of hepatic cells. 
These 3 criteria have been the subject of intensive 
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investigation. Although some investigators have 
placed great emphasis on the connective tissue re- 
action, the authors have stressed the role of the 
regeneration of the hepatic cells, particularly in 
the form of the regenerative nodule, as the impor- 
tant physiopathological condition in cirrhosis after 
destruction of the parenchyma. Accordingly, they 
have accepted as examples of cirrhosis in women 
only those instances in which nodular regeneration 
was a feature of the reparative process. The natural 
history of some diseases is different according to 
the sex of the person afflicted. This study is con- 
cerned with cirrhosis as it affects women. 

The material for this study included all cases in 
which cirrhosis of the liver in women, as defined 
above (except cirrhosis associated with obstruction 
of the biliary tract, congestive heart failure, hemo- 
chromatosis, or hyperthyroidism), was studied on 
autopsy at the Mayo Clinic during the years from 
1924 to 1954, inclusive. There were 86 women with 
cirrhosis among a total of 5,515 women subjected 
to autopsy. The commonest type of cirrhosis found 
was the postnecrotic type (73 of 86 cases). The 
commonest cause of this type of cirrhosis was viral 
hepatitis (either infectious hepatitis or serum hepa- 
titis). Cirrhosis in women, and particularly post- 
necrotic cirrhosis, was present at an earlier age 
than in men (average age, 45 years). Laennec’s cir- 
rhosis was found in women who were a decade or 
so older than the aforementioned women (average 
age, 55 years). Viral hepatitis in women may pro- 
duce a granular type of cirrhosis, which bears some 
superficial resemblance to Laennec’s cirrhosis but 
which can, in most instances, be distinguished his- 
tologically from typical Laennec’s cirrhosis. Alco- 
holism is the etiological factor most commonly 
found in Laennec’s cirrhosis in women, as it is in 
men. 

The time interval between the onset of hepatitis 
and the development of cirrhosis was as short as 9 
weeks and as long as 20 or more years, but in the 
majority of cases studied cirrhosis developed with- 
in a 3-year period after hepatitis had been con- 
tracted. The development of edema and ascites in 
both types of cirrhosis and of jaundice in Laennec’s 
cirrhosis generally indicated a poor prognosis. 
Laennec’s cirrhosis in women, as in men, appeared 
to be most often a progressive disease of several 
years duration. This type of cirrhosis was much 
more likely to be a subclinical pathological finding 
than was the postnecrotic or granular posthepatitis 
type of cirrhosis. Postnecrotic cirrhosis generally 
had a more rapid clinical course, with death ensu- 
ing within a shorter period after the liver had been 
injured. The clinical manifestations usually were 
more pronounced in this type. Thus, the incidence 
of latent cirrhosis of this type, as found at autopsy, 
was considerably less than that of Laennec’s cir- 
rhosis. 
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Peculiarities in the Course of Malignant Diseases 
of the Hematopoietic and Lymphoreticular Systems 
Under Treatment with Cytostatic Drugs. W. Siegen- 
thaler, G. Keiser and H. U. Zollinger. Ztschr. klin. 
Med. 155:568-601 (no. 6) 1959 (In German) [Berlin]. 


The authors attempted to ascertain whether, 
since the introduction of cytostatic drugs into the 
treatment of malignant diseases of the hemato- 
poietic and lymphoreticular systems, changes have 
taken place in the clinical aspects of these diseases. 
They compared observations on 120 patients with 
these disorders, who were treated at clinics and 
hospitals in Zurich, Switzerland, during the years 
1954-1957 when cytostatic drugs were used or were 
combined with roentgen irradiation, with those on 
an equal number of patients treated between 1947 
and 1953 when cytostatic drugs were not used or 
were used only briefly and in not very potent forms. 
The fact that in the 4-year period ending in 1957 
the same number of patients with these malignant 
diseases were treated as in the preceding 7-year 
period suggests increasing frequency, and this was 
the case with regard to the percentage of total ad- 
missions (from 0.6% to 1%). This increase, however, 
may be largely due to the fact that, with the avail- 
ability of more and presumably better modes of 
treatment, practitioners refer more patients with 
these malignant diseases to the special clinics. 

The 120 patients treated more recently included 
29 with acute leukemia, 9 with chronic myeloid 
leukemia, 19 with chronic lymphatic leukemia, 23 
with sarcoma of the lymphoreticular system, 10 
with multiple myeloma, and 30 with Hodgkin’s dis- 
ease. Thus, there were 57 patients with malignant 
conditions of the hematopoietic system and 63 of 
the lymphoreticular system. The incidence dur- 
ing the preceding 7 years was largely the same, 
that is, there were 65 patients with malignancies 
of the hematopoietic system and 55 of the lym- 
phoreticular system. 

In comparing the 2 groups, it was found that 
under the influence of the cytostatic drugs the sur- 
vival of patients increased, especially those with 
acute leukemia for whom mercaptopurine (Purine- 
thol) was the cytostatic drug most often used. In 
chronic lymphatic leukemia _triethylenemelamine 
(TEM) and, more recently, chlorambucil (Leu- 
keran) were used. Nitrogen mustard was widely 
used in patients with malignancies of the lym- 
phoreticular system and in those with Hodgkin's 
disease. In general, the number of patients with 
each type of disease was not large enough to arrive 
at a definite conclusion with regard to changes in 
the prognosis under the influence of the cytostatic 
drugs. These drugs did, however, produce some 
changes in the clinical course. Most noteworthy 
was the increase in serious complications, such as 
damage to the bone marrow, severe infections, 
embolisms, and others. The fact that 41% of the 
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patients treated with cytostatic drugs died, not of 
malignant processes in the hematopoietic and lym- 
phoreticular systems, but of other causes deserves 
serious consideration. While knowledge of these 
complications should not prevent further employ- 
ment of the cytostatics, antibiotics and cortical 
hormones, which are suitable prophylactics, should 
be given, so that the potent cytostatics will not 
produce undesirable secondary effects. 


Bone Marrow Embolism to Lung Following Sternal 
Puncture. J. H. Yoell. A. M. A. Arch. Path. 67:373- 
374 (April) 1959 [Chicago]. 


Red marrow emboli to the lungs have been 
known to occur in fatal cases of multiple fractures, 
but there has been only a single literature report 
showing that these emboli may also arise as the 
result of sternal puncture. The patient cited by 
Montgomery in 1951 died 6 hours after such a 
puncture. The author describes a second case, that 
of a 70-year-old man with a long-standing history 
of chronic pyelonephritis and renal failure. Autopsy 
confirmed the clinical diagnosis. An incidental 
microscopic finding consisted of a single, solidly 
lodged, red marrow embolus within a small pul- 
monary vessel. Clinical records disclosed that ster- 
nal puncture and aspiration biopsy with a Turkel 
needle had been performed 9 days before death. 

Marrow embolism subsequent to sternal punc- 
ture is no longer merely theoretical. Such emboli 
may be bland and few (present case) or fatal and 
multiple (Montgomery's experience). Reported in- 
stances of red marrow embolism, judged to be the 
immediate cause of death, have been encountered 
with neoplastic and tuberculous pathological frac- 
tures of vertebrae and after thoracotomy. A some- 
what different mechanism, namely, bone marrow 
infarction, has led to fatal red marrow embolism 
in a few cases of sickle-cell anemia and type C 
hemoglobin disease. Red marrow embolism to the 
lungs incident to needle aspiration of a marrow 
space adds another, although so far rare, risk to 
this common diagnostic procedure. 


Cardiovascular Lesions of Scleroderma. A. Buzzi, 
A. Bertolotto, G. Buzzi and L. Yraola. Prensa méd. 
argent. 45:3281-3287 (Oct. 10) 1958 (In Spanish) 
[Buenos Aires]. 


A 61-year-old woman with diffuse scleroderma 
and vascular disorders of the type of Raynaud's 
phenomenon of 30 years’ duration is reported on. 
Severe skin lesions occupied the forearms up to the 
upper third and the legs up to the middle third. 
The middle finger of the right hand had been am- 
putated 2 years before consultation because it be- 
came gangrenous. On hospitalization, the patient 
had massive gangrene of the left hand and its 5 
fingers and of the toes and borders of the right foot. 
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Roentgen-ray examination of the chest showed 
prominence of the aorta and of the root of the 
pulmonary artery; similar examination of the hands, 
arms, and legs showed calcinosis of the fingers, 
elbow, and knee joints. The calcium metabolism 
was normal. The electrocardiographic changes cor- 
responded to those of ventricular hypertrophy and 
necrosis of the lower surface of the myocardium. 
An anatomicopathological examination of the hand, 
surgically removed, showed thrombosis of the 
digital arteries and lymphocytic and monocytic in- 
filtration and edema of the arterial walls of the 
palmar arteries. 

Diffuse scleroderma is a visceral disease which 
develops in association with arthropathy and skin 
lesions. The disease involves mainly the lungs and 
the cardiovascular system. Peripheral vascular dis- 
orders of the type of Raynaud’s phenomenon are 
typical and constant; they appear early in the course 
of scleroderma. Electrocardiographic changes show- 
ing either overload or hypertrophy of the right 
ventricle are frequent. The ventricular abnormality 
is due to hypertension of the pulmonary artery. 
The extent of the electrocardiographic changes de- 
pends on the severity of the cardiovascular dis- 
orders. 


Radioactive Phosphorus in the Treatment of 
Chronic Leukemias: Long-Term Results Over a 
Period of 15 Years. E. H. Reinhard, C. L. Neely 
and D. M. Samples. Ann. Int. Med. 50:942-958 
(April) 1959 [Lancaster, Pa.]. 


From January, 1942, until busulfan (Myleran) 
came into use in 1953, practically all patients with 
chronic granulocytic leukemia referred to the hema- 
tology division of Washington University school of 
medicine for therapy were given radiophosphorus 
(P**) as the primary treatment. Similarly, from 
January, 1942, until 1955, when chlorambucil (Leu- 
keran) came into use, most of the patients with 
chronic lymphocytic leukemia were treated with 
P. Subsequent to 1953 and 1955, a progressively 
larger percentage of the patients with chronic 
granulocytic leukemia and chronic lymphocytic 
leukemia, respectively, were treated with Myleran 
and Leukeran. Data are presented concerning the 
results of therapy in 102 patients with chronic 
lymphocytic leukemia and in 118 patients with 
chronic granulocytic leukemia who were treated 
predominantly with P 

Forty-five per cent of the patients with chronic 
lymphocytic leukemia and 57% of the patients with 
chronic granulocytic leukemia showed a marked 
decrease in the size of enlarged lymph nodes dur- 
ing or immediately after the initial course of P” 
treatment. The effects of the initial course of this 
therapy on spleen and liver enlargement have been 
presented graphically in such a manner as to sim- 
plify the comparison with the comparable effects 


: 
ce 
: 
Bll 
; 
| 
ay 
He 
2 


172/1724 


of chemotherapeutic agents. If the leukocyte level 
was elevated at the time P®’ therapy was started, 
a substantial decrease in the white blood cell count 
occurred in practically all cases. Of 57 patients 
with chronic granulocytic leukemia who had an 
initial thrombocyte count of one million per cubic 
millimeter, the platelet count decreased significant- 
ly after treatment in 22. Only 2 out of 23 anemic, 
nontransfused patients who had chronic lympho- 
cytic leukemia showed an increase of 2 Gm. or 
more in the hemoglobin level after P”’ therapy, 
whereas 22 out of 46 anemic, nontransfused pa- 
tients who had chronic granulocytic leukemia had 
such an increase in the hemoglobin level. No pa- 
tient with chronic lymphocytic leukemia who had 
an initial significant thrombocytopenia experienced 
an increase of the platelet level to normal after 
therapy, whereas such an increase occurred in 2 of 
the 8 patients with chronic granulocytic leukemia 
who had thrombocytopenia at the time P * therapy 
was begun. The 5-year survival was 51% in patients 
with chronic lymphocytic leukemia and 12.5% in 
those with chronic granulocytic leukemia. 


Segmental Ulcerative Colitis—Classification: Report 
of Nine Unusual Cases. E. J. Kurt and C. H. Brown. 
Am. J. Gastroenterol. 31:419-431 (April) 1959 [New 
York]. 


Segmental ulcerative colitis has been defined to 
include only that type of colitis that is limited to a 
segment or a portion of the colon, with no involve- 
ment of the terminal ileum or the rectum. Of 1,150 
patients with ulcerative colitis seen at the Cleve- 
land Clinic between 1940 and 1958, only 9 had true 
segmental ulcerative colitis. Cases in which involve- 
ment of the terminal ileum was questionable were 
excluded. The average period of follow-up was 5 
years and 9 months. Medical treatment was given 
initially to 7 of the 9 patients. The condition of 4 
patients improved satisfactorily, while in 3 the 
disease progressed and surgery was required. Of 
the 9 patients, 5 underwent surgery. Good results 
were achieved in all of them, although some pa- 
tients required more than one operation. Two of 
the 3 patients on whom segmental resections of 
the involved areas were performed had no recur- 
rence of colitis within 4 and 5 years. 

The authors believe that segmental ulcerative 
colitis should be treated in much the same way as 
the commoner chronic ulcerative colitis is treated. 
Intensive and continuous medical management 
should be given adequate trial before surgical inter- 
vention is considered. Because of the bizarre in- 
volvement of the colon, all patients with segmental 
colitis should have several warm-stool examina- 
tions. A thorough course of antiamebic therapy is 
indicated even when the findings are negative. If 
adequate medical treatment fails to effect a remis- 
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sion, surgical intervention is indicated. Surgical 
treatment should remove completely the diseased 
tissue, but at the first operation preservation of 
normal intestine (i. e., segmental resection) is ad- 
visable. If there is incapacitating recurrence, sub- 
total colectomy with ileoproctostomy or total 
colectomy with end-ileostomy may be performed 
subsequently. 


Flare-Up. of Pericarditis Complicating Myocardial 
Infarction After Two Years of Steroid Therapy. 
W. Dressler. Am. Heart J. 57:501-506 (April) 1959 
[St. Louis]. 


Pericarditis may occur as a complication of myo- 
cardial infarction and is then often associated with 
pleurisy and pneumonitis. The condition has been 
referred to as postmyocardial infarction syndrome. 
It has a characteristic tendency to recurrences, re- 
sembling in this as in other respects the post- 
commissurotomy syndrome. Both conditions are dra- 
matically relieved by corticosteroids. Withdrawal 
of hormones is usually followed by a mild rebound. 
In occasional instances, however, the flare-up is 
severe and may occur repeatedly after months or 
even years of steroid therapy. In the 58-year-old 
man whose case is described, a remarkable se- 
quence of events followed acute myocardial in- 
farction. The initial febrile period was prolonged 
and was characterized by pleuropericardial pain 
and hemorrhagic expectoration. Pulmonary infarc- 
tion was thought to be the cause. However, fever 
and chest pain of pleuropericardial type relapsed 
for 8 weeks, while hemorrhagic sputum was no 
longer present. Nor did the electrocardiogram re- 
veal evidence of an extending myocardial lesion. 
The diagnosis was then changed to recurrent pneu- 
monia. Numerous antibiotics failed to influence 
the febrile course. In the 8th week of illness, when 
the chest film indicated enlargement of the heart 
silhouette in addition to pleurisy, a postmyocardial 
infarction syndrome was diagnosed; steroid therapy 
was instituted and relieved all manifestations of 
the illness. However, repeated attempts at with- 
drawal of the hormones resulted in flare-ups of 
fever and chest pain. On 2 occasions, that is, 10 
months and 2 years, respectively, after onset of 
steroid therapy, discontinuance of hormone ad- 
ministration produced symptoms and signs of peri- 
cardial effusion, pleuritis, and pneumonitis. 

The observations on this patient represent an- 
other argument against the view that the post- 
myocardial infarction syndrome is of infectious 
origin. The author observed similar severe and 
recurrent withdrawal reactions in 2 other cases of 
postmyocardial infarction syndrome, in one of 
which signs of adrenal insufficiency developed, 
necessitating continuation of hormone therapy for 
a prolonged period of time. These drawbacks have 
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to be borne in mind when the question of the use 
of hormones arises. Some patients with postmyo- 
cardial infarction syndrome do not require steroids, 
because the complication may subside spontane- 
ously after a short time. Hormone therapy should 
be reserved for severe cases with prolonged course 
and intractable pain. 


The Frequent Association of Other Body Tumors 
with Familial Polyposis. D. C. Collins. Am. J. Gas- 
troenterol. 31:376-381 (April) 1959 [New York]. 


Fourteen new instances of an association between 
various secondary hard and soft tissue tumors and 
proved congenital polyposis are added to the litera- 
ture. Twenty-nine other examples of an association 
of this familial colonic disease with other abnormal 
growths have been recorded during the past 20 
years. Physicians are urged to remember the fre- 
quent association of these 2 pathological entities 
and to rule out, at the earliest possible moment, 
the possible presence in patients of an unsuspected 
instance of precancerous familial polyposis. Under 
such circumstances, if 2 specific diagnostic tests 
are performed (proctosigmoidoscopy and barium 
enema), many additional lives will be saved from 
needless death through the inevitable future de- 
velopment of carcinoma of the large intestine. 


The Ion-Exchange Method of Determining Gas- 
tric Acidity. D. C. Mortimer. Canad. M. A. J. 80: 
607-609 (April 15) 1959 [Toronto]. 


The author used Diagnex blue, a carbacrylic 
cation exchange resin, in which the hydrogen ions 
of the resin have been exchanged with azure A 
ions, a dye indicator, for the detection of the pres- 
ence of free hydrochloric acid in the stomach of 
110 patients, most of whom had various gastro- 
intestinal disorders. The patients, who were in the 
fasting state, were given 2 tablets of 250 mg. of 
caffeine sodium benzoate, a gastric secretory stim- 
ulant, and one hour later they received Diagnex 
blue granules (2 Gm.). A urine specimen was taken 
before the ingestion of the Diagnex blue granules, 
and 2 hours later a second urine specimen was 
collected. If free hydrochloric acid were present in 
the stomach, azure A was released after the oral 
ingestion of Diagnex blue, and the dye displaced 
by free hydrogen ions was absorbed in the small 
intestine and excreted in the urine, where it could 
be readily detected by the blue or green color it 
imparted. The results of the Diagnex tests were 
compared with those of intubation gastric analysis 
performed with alcohol and histamine in these 
patients. 

Of 39 patients with proved duodenal ulcers, 38 
showed free acid and 1 was achlorhydric as re- 
vealed by the results of the ion-exchange test, while 
intubation gastric analysis was negative for free 
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hydrochloric acid in 5 patients. There were no dis- 
crepancies between the 2 tests in 8 patients with 
gastric ulcer. In 21 patients with pernicious anemia, 
6 patients with gastric carcinoma, and 4 patients 
with gastric atrophy proved by biopsy, achlorhydria 
was revealed by both intubation and tubeless tests. 
Six patients who had undergone subtotal gastrec- 
tomy had positive results from the qualitative ion- 
exchange test, but one of them failed to show free 
acid by intubation gastric analysis. Of 26 patients 
without known gastrointestinal disease, 3 had nega- 
tive results from the intubation test, while the 
Diagnex test gave positive results. The qualitative 
ion-exchange test thus showed a high degree of 
correlation with intubation gastric analysis. The 
Diagnex test is a reliable method of differentiating 
patients with achlorhydria from those secreting 
free hydrochloric acid. Since intubation is not nec- 
essary and because of the simplicity of participation 
by the patient, ease of interpretation, and cheap- 
ness, this method is valuable in the assessment of 
gastric acid secretion. 


Léri’s Pleonosteosis: A Study of a Family with a 
Review of the Literature. J. G. Rukavina, H. F. 
Falls, J. F. Holt and W. D. Block. J. Bone & Joint 
Surg. 41-A:397-408 (April) 1959 [Boston]. 


The typical features of Léri’s pleonosteosis, which 
is a hereditary syndrome, appear to be shortness of 
stature, Mongoloid facies, short spade-iike hands, 
broad thumbs in valgus position, genu recurvatum, 
and limitation of motion of the articulations of the 
body. Pfaundler-Hurler’s syndrome, Morquio’s dis- 
ease, and congenital syphilis are most frequently 
misdiagnosed as Léri’s pleonosteosis. This report 
is concerned with what is believed to be the first 
American family to exhibit this rare entity. A pedi- 
gree, including 4 generations of 21 Caucasian mem- 
bers, was drawn up. It was reported by the relatives 
that the grandfather of the propositus exhibited the 
pathognomonic deformity of the hands and feet. 
His gait was shuffling, and progressive limitation 
of motion of the joints gradually developed. The 
mother of the propositus had marked deformities 
of various joints. Palmar fascitis was present in 
both hands, in addition to thickening of the fascia 
of the forearms. Broad thumbs and large toes were 
associated with flexed, short, stubby fingers and 
toes. Limitation of motion was found in the neck, 
shoulders, hips, knees, and elbow joints. The mother 
walked with short steps. Function of her hands was 
impaired. 

The propositus was an intelligent woman, 43 
years of age. The fingers of both her hands were 
markedly deformed, with flexion deformities, thick- 
ening and shortening of the phalanges, and marked 
limitation of motility. There were flexion deformi- 
ties of all the toes, with limitation of motion. The 
range of motion of the elbows, knees, hips, and 
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shoulders was also decreased, while in the neck 
rotation and flexion were markedly limited. One 
brother of the propositus was unable to walk with 
the heels on the ground. He had arthritis of the 
neck, hands, and wrists and was unable to make a 
fist, although his hand grip was strong. A similar 
clinical picture was observed in another brother. 
These siblings all had a mild Mongoloid slanting of 
the palpebral fissures; strabismus was present in 
the sister and one brother. One son of the proposi- 
tus was free from symptoms of Léri’s pleonosteosis, 
but the other son had most of the symptoms of the 
syndrome manifested in his antecedents. The most 
striking osseous abnormality in this family has been 
the bizarre enlargement of the posterior neural 
arches of the cervical vertebrae. The hereditary 
transmission of the gene responsible for Léri’s ple- 
onosteosis appears to be autosomal dominant, exhib- 
iting fairly good penetrance and considerable 
variation in expressivity. Examination of more 
autopsy material will be required to understand 
better this syndrome. 


Systemic Candidiasis and Endocarditis Due to C. 
Tropicalis. N. K. Conn, G. P. Crean, A. F. Maccabe 
and N. Maclean. Brit. M. J. 1:944-947 (April 11) 
1959 [London]. 


The authors report the occurrence of systemic 
candidiasis due to infection with Candida tropicalis 
in a 61-year-old woman with dyspepsia of 20 years’ 
duration. On admission to the Western General 
Hospital in Edinburgh, the patient was grossly 
undernourished and had marked epigastric tender- 
ness. She had chronic rheumatoid arthritis and a 
large gastric ulcer. She underwent gastrectomy of 
Billroth 1 type and was discharged 2 weeks after 
the operation in good condition, but rigor and 
vomiting 2 days later made readmission to the 
hospital necessary. She left the hospital 4 days later 
against advice, only to be readmitted again 4 days 
later because of a new attack of fever and vomiting. 
She was treated with streptomycin and penicillin, 
and because of persistent vomiting a laparotomy 
was performed. The stoma was found to be nar- 
rowed by a plaque of fibrous tissue projecting into 
the lumen, and the obstruction was successfully 
relieved. From the time of the third admission until 
death, which occurred 57 days later, pus cells were 
constantly found in the patient’s urine, and Escheri- 
chia coli, Proteus vulgaris, and Pseudomonas aeru- 
ginosa were cultured from catheter specimens. 
During this period she received 28 Gm. of strepto- 
mycin, 28 million units of penicillin, and 8 Gm. of 
oxytetracycline. Her condition deteriorated, with 
severe arthralgia, inanition, and anorexia. Blood 
cultures made during the week preceding death 
yielded growths of C. tropicalis. A throat swab, a 
vulvar swab, and a urine specimen obtained 3 days 
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before death yielded growths of C. tropicalis on 
culture. There was no clinical evidence of mucocu- 
taneous candidiasis at this or any other time. 
Autopsy revealed monilial endocarditis, which 
differed from other reported cases of this condition 
by (1) the species of the infecting organism (C. 
tropicalis), (2) the site of the endocarditis with only 
large vegetations in the right atrium where the 
blood entering from the inferior vena cava im- 
pinged on the endocardium, the valves being un- 
affected, and (3) the presence of abscesses in the 
myocardium and in the kidneys, indicating that the 
infection was septicemic. The case of this patient 
illustrates the various clinical factors predisposing 
to the occurrence of systemic candidiasis. Debility 
and prolonged antibiotic therapy were probably 
the most important factors in its development. 
Candida organisms may proliferate in the blood of 
a patient without any clinical signs of systemic 
moniliasis appearing other than pyrexia. Unex- 
plained pyrexia occurring in patients with pro- 
longed debilitating diseases, especially those in 
whom antibiotics and intravenous alimentation 
have been used, is an indication for culturing the 
blood in mediums suitable for the growth of fungi. 


Symptomless Myelomatosis. G. P. Baker and N. H. 
Martin. Brit. M. J. 1:953-955 (April 11) 1959 [Lon- 
don]. 


The authors report on a 43-year-old woman with 
myelomatosis, in whom 4 years elapsed between 
the discovery of pronounced hypergammaglobu- 
linemia and the development of signs and symptoms 
of this disease. The pleural effusion, which brought 
the patient under observation, was presumed to 
have been tuberculous and not related to the sub- 
sequent myelomatosis, since no further chest com- 
plications occurred and the patient’s chest remained 
roentgenologically normal. During the 4-year ob- 
servation period after this effusion, the patient 
seemed to be in normal health and carried out all 
her duties as a housewife. The only clinical ab- 
normality was a mild, orthochromic anemia, which 
did not increase during this period. Electrophoretic 
analysis showed increase in gamma globulin, with 
the sharp peak characteristic of myeloma globulin. 
The patient’s erythrocyte sedimentation rate was 
persistently increased during the 4 years she con- 
tinued to attend the outpatients’ clinic, until attacks 
of pain in the lumbar region of the spine and of 
fever caused her admission to the Mayday Hospital 
in Croydon, England. Radiography showed osteo- 
porosis and slight collapse of the bodies of several 
lumbar vertebrae. Considerable albuminuria was 
observed for the first time, and Bence Jones protein 
could be detected in the urine. Neither radiother- 
apy nor chemotherapy with urethan, nitrogen mus- 
tard, and tetracycline seemed to influence the 
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patient's illness. The patient died, and autopsy 
confirmed the diagnosis of myelomatosis by the 
finding of extensive medullary and extramedullary 
deposits of plasma cells. There was modérate edema 
of the lungs, but no evidence of tubereulosis. 


Polycythemia and Hydronephrosis or Renal Tu- 
mors. J. H. Lawrence and W. G. Donald Jr. Ann. 
Int. Med. 50:959-969 (April) 1959 [Lancaster, Pa.]. 


The authors review literature reports suggesting 
a possible causal relationship between hyperne- 
phroma and polycythemia. They saw their first pa- 
tient in whom hypernephroma was associated with 
polycythemia in 1940. Since that time, among more 
than 300 patients with polycythemia, they have 
seen 2 more with hypernephroma and polycythemia 
who died of hypernephroma, also one patient with 
hydronephrosis and fibromyxoma of the kidney and 
another with hydronephrosis of congenital origin, 
both of whom had polycythemia and in whom 
normal blood values resulted from nephrectomy. 
(The association of polycythemia and hydrone- 
phrosis had not been previously reported.) Forssell 
who was the first to advance the possible causal 
relationship between hypernephroma and _ polycy- 
themia has accumulated 20 cases from observation 
and from the literature. Additional cases presented 
by Gros, by Conley, and in this report bring the 
total number with this combination to 27. While 
polycythemia is far from a constant finding in 
hypernephroma, and reports of single cases may 
have no statistical significance, the implication of a 
relationship is strong. 

If one accepts a causal relationship between 
hypernephroma and polycythemia, then one might 
postulate an erythropoietic factor produced by the 
tumor tissue or by the tissue from which it arises. 
Available reports suggest that it is the exception, 
rather than the rule, that hypernephroma tissue 
produces an erythropoietic factor. The association 
of polycythemia with benign lesions, as reported 
by DeMarsh in a benign adenoma, by Forssell in 
polycystic kidneys, and by the authors in 2 cases of 
hydronephrosis, would seem to indicate that the 
renal tissue itself has a potential for producing this 
erythropoietic factor, or that renal involvement— 
benign, malignant, or infectious—in some unknown 
way can enhance or possibly cause a polycythemia. 
The authors briefly review recent experimental 
work which indicates that a humoral erythropoietic 
factor is possibly produced by the kidney. The con- 
currence of polycythemia with hypernephroma and 
other renal lesions, and particularly the correction 
of polycythemia after nephrectomy in several cases, 
would seem to give clinical support to the assump- 
tion that the kidney may be a possible source of, 
or essential to the activation of, a humoral erythro- 
poietic factor, but the method by which this op- 
erates is not clear. 
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The Forme Fruste in Marfan’s Syndrome. R. L. 
Golden and H. Lakin. New England J. Med. 260: 
797-801 (April 16) 1959 [Boston]. 


Marfan’s syndrome has been defined as an in- 
herited, autosomal, and dominant connective-tissue 
defect, primarily involving the skeletal system, the 
cardiovascular system, and the eye and with multi- 
ple clinical manifestations. The skeletal deformities 
most frequently manifested are dolichostenomelia, 
arachnodactyly, pectus excavatum (funnel breast), 
and pectus carinatum (pigeon breast). Also common 
is the dolichocephalic skull, with long, narrow, 
pointed face and high palatal arch. Winging of the 
scapulas is frequently found, as well as hyperexten- 
sibility of the joints and pes planus. Ectopia lentis 
is the most frequent ocular manifestation, but 
myopia, coloboma, retinal detachment, corneal 
abnormalities, and congenital mydriasis have also 
been reported. Cardiovascular phenomena asso- 
ciated with the syndrome are dilatation of the aorta 
and pulmonary arteries, with resultant valvular 
regurgitation and dissecting aneurysm. Defect of 
the interatrial septum is also found in some cases. 

The authors call attention to the familial occur- 
rence of Marfan’s syndrome, in which recognition 
of its atypical forms is of special importance. Four 
members of one family, each with some degree of 
the forme fruste (atypical form), are described. The 
first 2 patients were brothers, aged 10 and 7 years, 
respectively; the third patient was the 23-year-old 
half-sister of the 2 boys; and the fourth patient was 
the 50-year-old father of these children. It is pointed 
out that, when Marfan’s syndrome and other hered- 
itary conditions are being considered, the factor of 
genetic expressivity may be variable from individ- 
ual to individual, determining the degree of severity 
of the disorder. Penetrance is the expression of “a 
statistical concept of the regularity with which a 
gene produces its effects.” A gene may have com- 
plete or reduced penetrance, the latter producing 
the so-called forme fruste, as was true in varying 
degree of the family discussed. In the absence of 
the ocular manifestation of the disease (ectopia 
lentis) in the 2 boys, the identification of the forme 
fruste was based upon the skeletal and cardiovas- 
cular abnormalities and the familial occurrence of 
the disorder. While patients with Marfan’s syn- 
drome are often tall, the 2 boys presented were 
not. However, relative dolichostenomelia was noted 
clinically and radiologically, as well as an increase 
in the length of the extremities in relation to the 
trunk. It is the skeletal proportions that are impor- 
tant in the syndrome rather than the actual height. 
Defect of the interatrial septum was suspected in 
3 of the cases (the father and 2 boys) and was 
confirmed at autopsy in one of the boys. The pres- 
ence of pneumonia in the 2 male siblings confirms 
previous reports of its frequency in association with 
this syndrome. 
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Although knowledge of the manifestations of 
Marfan’s syndrome is widely disseminated, too 
often only the syndrome in its classic form is diag- 
nosed. The authors feel that the practitioner must 
be alerted to the forme fruste and the importance 
of family history and examination in arriving at a 
diagnosis. Early recognition of the syndrome will 
enable its graver aspects—for example, the cardio- 
vascular lesions—to be treated. Moreover, study of 
the family of an affected individual would deter- 
mine the extent of transmission of the disease. A 
patient with the forme fruste could transmit the 
full clinical syndrome. 


Tietze Syndrome: A Report of Four Cases. A. J. 
McSweeney. Wisconsin M. J. 58:223-227 (April) 
1959 [Madison]. 


Although Tietze reported the syndrome of painful 
enlargement of the costal cartilages in 1921, Ameri- 
can reports on this disorder did not begin to appear 
until 1953, but since then at least 38 cases have 
been reported in the United States. The disorder 
has been variously referred to as painful nonsup- 
purative swelling of costochondral cartilages, chon- 
dropathia tuberosa, costochondral syndrome, costal 
chondritis, sternochondralgia, and prominent costal 
cartilages. Various forms of treatment have been 
employed. The application of heat locally and the 
use of analgesics may provide symptomatic relief. 
Deep x-ray therapy, nitrogen mustard, local infil- 
tration with procaine, corrective postural exercises, 
use of bedboards, and surgical removal of the in- 
volved cartilage have been advocated. Since the 
costochondral syndrome is a benign and self-limited 
condition, therapeutic measures should not be too 
radical. The author found that oral steroid therapy 
is a simple and effective remedy. He presents the 
histories of 2 men, aged 35 and 22 years, in whom 
painful enlargement at the costochondral junction 
responded to the oral administration of predniso- 
lone. After citing investigators who have resorted 
to the local injection of hydrocortisone in treatment 
of Tietze's syndrome, he tabulates 12 cases (includ- 
ing the 2 mentioned) in which steroid therapy was 
used, 

The author also presents the histories of 2 wom- 
en, aged 51 and 27 years, with painful enlargement 
of the costochondral junction, who were not treated 
with steroids. In the older woman, the discomfort 
was relieved by propoxyphene, and in the younger 
one it disappeared gradually without treatment. 
Since the results of treatment with oral administra- 
tion of prednisolone compare favorably with those 
of local hydrocortisone injection, further trial of 
orally administered steroids in the treatment of 
painful nonsuppurative swelling of costochondral 
cartilages seems warranted. 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Aug. 1, 1959 


SURGERY 


Radiosurgical Treatment of Primary Malignant 
Tumors of the Base of the Tongue. F. Brunetti. 
Minerva chir. 14:207-212 (Feb. 28) 1959 (In Italian) 
[Turin, Italy]. 


Primary malignant tumor of the base of the 
tongue was present in 62 out of 1,438 patients with 
malignant tumors, who were hospitalized at the 
otorhinolaryngologic clinic of the University of 
Turin between 1936 and 1958. Spindle-cell car- 
cinoma was present in 24 patients, basal-cell car- 
cinoma in 18, reticulosarcoma in 2, and thyroid 
adenocarcinoma in 2. Most of the patients were 
from 50 to 70 years of age. At the time of admission, 
the lesion was localized at the base of the tongue, 
with involvement of adjacent anatomic structures, 
in 38 patients; the tumor invaded the epiglottis and 
pharynx in 15 patients, the palatine tonsil in 6, and 
the body of the tongue in 3. There were 36 in- 
stances of the vegetative type of tumor and 26 of 
the infiltrative type. 

During the first period (1936-1949), of 24 patients 
with localized primary tumor at the base of the 
tongue, roentgenotherapy was given to 16; radium 
implantation, preceded by immobilization of the 
tongue by Soerensen procedure, was performed on 
4; and a median pharyngotomy, followed by elec- 
trosurgical resection, was carried out in 4. Subglos- 
sopharyngolaryngotomy was performed on 4 pa- 
tients with glossolaryngeal tumor, and radium 
implantation through the mouth was carried out in 
2 patients with glossotonsillar tumor. During the 
second period (1950-1953), roentgenotherapy was 
given to all patients with primary malignant tumor 
of the base of the tongue and with involvement of 
the adjacent areas. A subglossopharyngolaryngot- 
omy was performed on 2 patients with glossolaryn- 
geal tumor. Radium implantation through the 
mouth, preceded by immobilization of the tongue 
by the Soerensen procedure, was carried out in 3 
patients, and a median pharyngotomy, followed by 
electrosurgical resection, was performed on 2; all 
5 patients had a primary malignant tumor localized 
at the base of the tongue. 

During the third period (1954-1958), roentgeno- 
therapy was the only procedure used in patients 
with primary malignant tumor of the base of the 
tongue and with involvement of the adjacent areas. 
This procedure was preceded in many instances by 
unilateral or bilateral exeresis of the lymph nodes. 
This method consists in administering a course of 
radiation in a total dose of 6,000 r of either radio- 
cobalt (Co*’) or roentgen rays. Patients with pri- 
mary malignant tumor of the base of the tongue 
alone have been recently treated under general 
anesthesia by a lateral buccopharyngotomy and 
exeresis of the lymph nodes, followed by radium 
implantation under direct vision. This method al- 
lows an accurate evaluation of the extent in width 
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and in depth of the neoplastic lesion. Of 22 patients 
available for follow-up during the past 8 years, 
death involved 3 with glossopharyngeal tumor, 1 
with tumor of the base and involvement of the 
body of the tongue, and 1 with tumor of the base 
of the tongue, who underwent lateral buccopharyn- 
gotomy. The survival data are too recent to warrant 
any interpretation. 


Mitral Restenosis. G. C. Patterson and J. R. Mar- 
shall. Brit. Heart J. 21:174-176 (April) 1959 [Lon- 
don]. 


The authors report on 7 patients, between the 
ages of 23 and 41 years, who were operated on for 
mitral stenosis and in whom restenosis of the mitral 
valve was confirmed at a second operation. These 
patients were observed among 400 patients op- 
erated on for mitral stenosis at the Royal Victoria 
Hospital in Belfast, Northern Ireland. Symptoms 
recurred at intervals, ranging from 8 to 41 months, 
after the initial valvotomy. A second operation was 
followed by improvement in 6 patients. One pa- 
tient failed to improve and died 3 months after the 
operation. In 4 patients no evidence of rheumatic 
activity was found during the period of observation 
before and after surgical intervention. It is sug- 
gested that rheumatic fever may not be the only 
causative factor concerned in mitral restenosis. 


Diagnostics, Indications for and Operative Closure 


of Septum Defects of the Heart with the Aid of 


Hypothermia and_ Extracorporeal Circulation. 
F. S. P. van Buchem, J. Nieveen, L. B. van der 
Slikke and others. Arch. chir. neer]. 11:15-40 (no. 1) 
1959 (In English) [Arnhem, Netherlands]. 


The authors discuss the pathological anatomy of 
atrial septal defects (A. S. D.) and of ventricular 
septal defects (V. S. D.), the clinical picture of 
A. S. D. and the indications and contraindications 
for the surgical treatment of A. S. D., and the 
clinical picture of V. S. D. and the indications for 
surgical closure of V. S. D. Aids used in the opera- 
tive closure of A. S. D. and V. S. D. are evaluated, 
particularly those used in the Groningen Thorax 
Center. After outlining the technique used in the 
closure of septal defects of the heart, the authors 
tabulate and discuss data on patients treated by 
them. In 40 patients with isolated septal defects 
(32 A. S. D. and 8 V. S. D.), they used extracorporeal 
circulation 14 times (6 times in A. S. D. and 8 times 
in V. S. D.). The other patients with A. S. D. were 
operated on with the aid of hypothermia. There 
were 4 deaths, 1 in a patient with A. S. D. and 3 
in patients with V. S. D. 

The authors feel that under hypothermia of from 
29 to 30 C (84.2 to 86 F) not too complicated atrium 
secundum defects can be closed with relative 
safety. In the Groningen center the heart-lung ma- 
chine of Lillehei-De Wall functioned satisfactorily 
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in 14 children whose weight did not exceed 20 to 
25 kg. (44 to 55 lb.), with a minute volume of 50 
to 70 ml. per kilogram of body weight. The greater 
minute volumes required for larger patients is pos- 
sible with the Lillehei apparatus, but in the Gro- 
ningen center experimental studies are being carried 
out to determine what combination of oxygenators 
and pumps will give the best results. It is an estab- 
lished fact that success depends not only on the 
type of machine but equally on good teamwork. 
There are many problems still to be solved, but it 
may be assumed that further progress will be made 
in intracardiac surgery. Particular attention will 
have to be paid to the problems of hemolysis, de- 
struction of thrombocytes, defibrination, fibrinoly- 
sis, and denaturation of proteins during perfusion. 

The use of potassium citrate to arrest the heart 
may sometimes have more disadvantages than ad- 
vantages by causing a delay in the recovery of the 
myocardium. The construction of the heart-lung 
machine must be greatly simplified. A minimal 
perfusion might be sufficient if a substance could 
be found with a reversible effect on the oxidation 
processes within the tissues. The combination with 
hypothermia, even if cooling is not so drastic as 
formerly, still involves the risk of a possible ven- 
tricular fibrillation. Although it is possible to stop 
this by means of a defibrillator, the subsequently 
necessary massage of a heart in which repairs have 
been carried out seems less desirable, especially if 
Ivalon has been used to cover the defects. In the 
repair of defects of the atrial septum the authors 
used a chemically controlled hypothermia of 
30 C (86 F), and the results were favorable. Meta- 
bolic acidosis could be corrected by the intravenous 
administration of 4.2% of sodium bicarbonate, while 
the anesthetist regulated his ventilation technique 
according to the results of the chemical investi- 
gation. 


Semeiology of Substernal Adenoma of the Thyroid. 
W. O. Lodge. A. M. A. Arch. Otolaryng. 69:419-423 
(April) 1959 [Chicago]. 


Substernal adenoma is of insidious onset and of 
long duration. Although it is comparatively rare, 
it enters into the differential diagnosis of cancer of 
the lung but has a far better prognosis. In the 
course of numerous consultations and 325 biopsies 
and tracheal decompressions, the author met with 
7 cases in which goiters were not palpable in the 
neck but were occult and intrathoracic. In 1 pa- 
tient the goiter was inoperable, but 6 patients were 
operated on successfully and survived. The author 
reviews the manifestations of substernal adenoma 
in the light of recent studies by Soulas and Mounier- 
Kuhn; these investigations have dispelled the idea 
that early substernal adenoma produces no symp- 
toms but dyspnea on exertion. He now realizes that 
to look only for respiratory symptoms is a mistake. 
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As to where one must look for the first signs of 
retrosternal adenoma, he says that a review of his 
own cases has convinced him that the answers are 
in the veins and in the manifestations of venous 
back pressure. In this connection he points out that 
another investigator observed hemoptysis in 3 of 
15 cases. The trachea derives its blood supply from 
the inferior thyroid arteries. In the presence of sub- 
sternal adenoma the inferior thyroid arteries, in- 
nominate veins, and superior vena cava soon be- 
come congested, as evidenced by distention of the 
superficial veins of the neck and thorax. 

The author mentions the case of a pregnant 
woman in whom venous congestion of the head and 
neck, as well as radiology, led to the diagnosis of 
substernal adenoma of the thyroid. He also cites 
the case of a colleague who had dilated capillaries 
on the face and neck, which turned blue in cold 
weather. Within the nose a vascularized area on 
the nasal septum was evidently responsible for 
epistaxis, which caused the patient’s admission to 
hospital. Tomograms demonstrated a large calcify- 
ing soft-tissue mass at the level of the thoracic in- 
let; this mass compressed the right lateral wall of 
the trachea. The radiologist suggested that a sim- 
ilar picture may be presented by a calcifying 
adenoma of the thyroid. At operation a calcified 
adenoma of the thyroid was excised. Investigation 
of epistaxis or hemoptysis may bring to light this 
occult but innocent tumor, which may be dealt 
with by surgical intervention with minimal mor- 
tality 


Treatment of Cancer of the Lung. C. Crafoord. 
Acta Unio internat. contra cancrum 15:443-447 (no. 
2) 1959 (In English) [Louvain, Belgium]. 


The author believes that the most important diag- 
nostic procedure in the detection of cancer of the 
lung is unquestionably conventional roentgenologic 
examination. As soon as any patient has clinical 
signs or symptoms suggestive of development of 
bronchial carcinoma, his chest should be x-rayed. 
If a tumor is in the process of development, the 
chest films will give valuable guidance with respect 
to both its localization and its etiology. The bron- 
choscopist can, in a large percentage of cases, pro- 
vide the pathologist with specimens which permit 
a microscopic diagnosis. In 80% of all patients 
treated by the author, biopsy was possible. In those 
in whom investigation by biopsy is not possible, 
exploratory thoracotomy should be performed. This 
applies even if such measures as sputum examina- 
tion, examination of local bronchial washings, and 
needle biopsy give negative results. 

All the patients treated by the author underwent 
thorough clinical and laboratory examinations, as 
well as tests of pulmonary and cardiac function 
and roentgenologic investigation, before the ques- 
tion of operation was decided. Patients in whom 
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distant metastases which could not be removed 
surgically were present were considered to have 
inoperable disease. This also applied to those whose 
ventilatory function was impaired. When circula- 
tory disturbances were present, the patient's toler- 
ance to blocking of the pulmonary artery on the 
affected side was tested, both at rest and during 
exercise, before operation was recommended. If 
investigation indicated that there was a consider- 
able risk of cor pulmonale, surgery was advised 
against. Despite roentgenologic examination of the 
thorax and other organs, as well as of the skeleton, 
it was not always possible to diagnose the presence 
of distant metastases, and for that reason explora- 
tory operation was performed in a large percentage 
of cases. Advanced age was also considered to be a 
contraindication for surgery. 

In carrying out this operative procedure, each 
pulmonary lobe was regarded as a separate unit. 
The decision to perform total extirpation of the 
lung, or lobectomy, has therefore been based on 
whether the cancer has spread to more than one 
lobe by direct invasive growth, or whether lymph 
node metastases were present other than locally in 
the hilar region of each lobe. Exceptions to this 
rule were only made when the patient was elderly 
or when the respiratory function had been greatly 
impaired. Palliative lobectomy was then performed, 
even when metastasis had taken place to lymph 
nodes beyond the hilar region of the lobe in ques- 
tion. In such cases, operation has been as radical 
as possible with respect to dissection of the lymph 
nodes in the hilus and mediastinum. Radical or 
superradical pneumonectomy with ligation of the 
intrapericardial vessels and resection of the peri- 
cardium and all areolar tissue, together with the 
mediastinal lymph nodes, has been done only in 
cases of invasive growth beyond the region of the 
lung, towards the mediastinum and _ pericardium. 
This operation has not brought about any marked 
improvement in the 5-year survival rate. It has in- 
stead shown a tendency to increase the primary 
mortality. 


Certain Problems of Surgical Treatment in Cardiac 
Aneurysms. B. V. Petrovsky. Khirurgiya 35:33-39 
(no. 4) 1959 (In Russian) [Moscow]. 


The author reports on 6 patients with cardiac 
aneurysm who were successfully operated on. In 3 
of these the author used an original operation de- 
vised by him. The operation consists of utilizing a 
pedunculated diaphragmatic flap. The flap is laid 
on and sutured over the aneurysm. The advantages 
of the operation are the strengthening, on the one 
hand, of the sutured myocardial wall of the aneu- 
rysm with diaphragm muscle and, on the other, the 
resulting improvement of the blood supply of the 
myocardium. Attention is called to the fact that 
innervation and blood supply of the diaphragm and 
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the pericardium are related to one another through 
the pericardiophrenic arteries and nerves. The 
“take” of the muscular diaphragmatic flap with the 
myocardium results in gradual compensatory 
adaptation of the flap and its participation in the 
work of the heart. 


Early and Late Hemodynamic Effects of Mitral 
Commissurotomy. W. S. Lyons, R. G. Tompkins, 
J. W. Kirklin and E. H. Wood. J. Lab. & Clin. Med. 
53:499-516 (April) 1959 [St. Louis]. 


The authors report the hemodynamic data from 
9 women and 3 men, between the ages of 23 and 
52 years, with mitral stenosis, who underwent 
mitral commissurotomy between April, 1951, and 
October, 1952, and who accepted catheterization 
of the right heart 3 times or more, i. e., one week 
before commissurotomy, 10 to 90 days after, and 
8 to 30 months after satisfactory mitral commis- 
surotomy. Although every patient in this series ob- 
tained definite clinical and objective hemodynamic 
benefit after mitral commissurotomy, each had 
some degree of residual stenosis after the operation. 
All the patients were followed up for periods rang- 
ing from 4% to 6 years after the operation, and the 
clinical improvement was maintained by 9. 

Evidence both clinical and objective (from re- 
peated catheterization and operation) of the recur- 
rence of the preoperative stenotic condition was 
found in 3 of the 12 patients 3 to 5 years after 
commissurotomy. Recurrence of stenosis cannot be 
clearly proved without cardiac catheterization soon 
after the operation to establish on an objective basis 
the actual degree of relief of stenosis obtained by 
the operative procedure. Both accuracy and com- 
pleteness are essential in these measurements. 
When the measured and derived data from deter- 
minations of blood pressure and flow were com- 
pared with the clinical status of the 12 patients 
before and after operation, significant correlation 
was apparent. 


Profound Hypothermia. C. E. Drew, G. Keen and 
D. B. Benazon. Lancet 1:745-747 (April 11) 1959 
[London]. 


The authors report experiments on dogs which 
were performed in an attempt to produce profound 
hypothermia by blood stream cooling. A simple 
extracorporeal circuit containing 2 reservoirs, one 
to collect pulmonary venous blood from the left 
atrium and the other to collect systemic venous 
blood from the right atrium, was employed. The 
animals were anesthetized with thiopental sodium 
and succinylcholine, and were given nitrous oxide 
and oxygen from an automatic oxygenator. The 
chest of the animal studied was opened by bilateral 
transsternal thoracotomy, and a catheter as large 
as possible was inserted in the left atrium and con- 
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nected by the pulmonary venous line to the left 
atrial reservoir. An appropriate pump was then 
started, and blood from the left atrial reservoir was 
passed through a cooling coil and then returned to 
a femoral artery through one head of the pump- 
unit. Blood from the systemic venous or right atrial 
reservoir was pumped through the other head of 
the pump into the pulmonary artery by way of a 
cannula inserted through a stab incision in the 
infundibulum of the right ventricle. Systemic 
venous blood was not cooled. 

A small number of experiments was sufficient to 
show that with the use of this simple apparatus 
it was possible to induce profound hypothermia 
(from 37 C [98.6 F] to 8 C [46.4 F]) in 2 dogs, 
followed by complete circulatory arrest for 30 
minutes, and then to rewarm them with recovery. 
In a second series the apparatus was modified with 
an improved heat-exchanger, instead of a coil, and 
pump-heads of the DeBakey type, instead of the 
sigmamotor pump-heads used in the previous ex- 
periments. To prevent sudden hypotension at the 
onset of partial left ventricular bypass, an adjust- 
able clip was placed on the pulmonary venous line, 
so that drainage from the atrium could be con- 
trolled by the surgeon. The flow of chilled blood 
into the aorta was started slowly, and increased to 
its maximum of 50 to 70 cc. per kilogram per min- 
ute at the onset of right ventricular bypass. The 
rate of increase in flow through the extracorporeal 
circuit was governed by the blood pressure, which 
was kept at an arbitrary mean of 80 to 100 mm. Hg. 
Two of the 4 dogs in which cooling was carried out 
to 15 C (59 F), followed by a period of complete 
circulatory arrest lasting 20 to 45 minutes before 
rewarming, survived without evidence of neuro- 
logical damage. 


Profound Hypothermia in Cardiac Surgery: Report 
of 3 Cases. C. E. Drew and I. M. Anderson. Lancet 
1:748-750 (April 11) 1959 [London]. 


Using the technique of inducing profound hypo- 
thermia with cooling to 15 C (59 F) described in 
the preceding paper, the authors operated on 3 
children, a 12-month-old Mongoloid boy, a 4-year- 
old high-grade Mongoloid boy, and a 2'2-year-old 
boy, all with congenital intracardiac defects. After 
a period of total circulatory arrest of 46 minutes, 
the first patient appeared to be recovering; 70 min- 
utes after the chest had been closed, the infant was 
breathing spontaneously, moving all 4 extremities 
and swallowing. However, 45 minutes later this 
patient died of heart block after partial correction 
of a persistent atrioventricular canal of the com- 
plete variety. The other 2 patients survived. The 
4-year-old boy had right atriotomy and ventricu- 
lotomy for obliteration of an atrial and ventricular 
septal defect. Repair of the latter necessitated re- 
section of the medial cusp of the tricuspid valve 
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and its resuture. In this patient the total circulatory 
arrest lasted 45 minutes. The second surviving pa- 
tient had a repair of a ventricular septal defect 
which required circulatory arrest for 25 minutes. In 
none of the patients did ventricular fibrillation 
occur, Hemolysis was negligible, and there were no 
significant biochemical upsets. The survivors did 
not show any evidence of neurological or other 
damage and made uneventful recoveries. 

Since this paper was submitted for publication, 
4 additional patients have been operated on with 
the aid of profound hypothermia for the correction 
of intracardiac defects. One patient, an infant 
weighing 8 lb. (3.6 kg.), died 24 hours after the 
operation; his death was probably due to heart 
block. One of the 3 survivors was a 49-year-old 
patient who had complete cardiac arrest for 42 
minutes at a temperature of 15 C. Greater experi- 
ence may confirm the authors’ growing belief that 
profound cooling with cardiac bypass will play an 
increasing part in intracardiac surgery at the ex- 
pense of cardiopu!monary bypass at normal tem- 
peratures, with use of a pump-oxygenator. 


Bilateral Internal Mammary Arteries Ligation in 
the Coronary Artery Disease. M. Battezzati, A. Tag- 
liaferro and A. D. Cattaneo. Sc. med. ital. 7:463- 
485 (no. 3) 1959 (In English) [Rome]. 


Anastomotic connections exist between the coro- 
nary system and the internal mammary arteries. 
Ligation of both internal mammary arteries at the 
second intercostal space, i. e., beyond the origin of 
the main collateral branches, enhances the develop- 
ment of these anastomoses as a substitute collateral 
system in coronary disease. The mechanism of the 
vicarious action consists in diverting the blood 
flow from the mammary artery into its collateral 
branches, so that the total flow through the latter is 
increased; this is further intensified by coronary 
hypotension and myocardial hypoxia. 

The degree of protection afforded by the bilateral 
ligation of the internal mammary arteries in coro- 
nary occlusion was studied in 50 dogs in which 
infarction was produced by ligation of the anterior 
descending branch of the left coronary artery at 
about 3 mm. from its origin. The animals were 
divided into 2 groups of 25 each; bilateral ligation 
of the internal mammary arteries was performed 
15 minutes after the ligation of the anterior de- 
scending branch of the left coronary artery in both 
groups, and in the second group the bilateral liga- 
tion of the internal mammary arteries was per- 
formed at the level of the third intercostal space. 
The survival rate in the first group of animals was 
80%, and in the second group it was 76%. Hemo- 
dynamic studies carried out on the dogs have shown 
that the ligation of the mammary arteries tends to 
restore to normal the circulatory conditions serious- 
ly altered by coronary occlusion. 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Aug. 1, 1959 


Bilateral ligation of the internal mammary ar- 
teries was performed at the second intercostal space 
on 207 men and 97 women, between the ages of 
33 and 83 years; of these 304 patients, 151 (49.6%) 
had angina pectoris and 153 (50.4%) had myocardial 
infarction, associated or not associated with angina 
pectoris. The coronary disease was accompanied 
by symptoms of cardiac failure in 230 patients 
(75.6%). Of the 304 patients, 288 (94.7%) were im- 
proved within 30 days after the surgical interven- 
tion, 15 (4.9%) were therapeutic failures, and 1 
(0.3%) had died. The improvement generally per- 
sisted for a period ranging from 1 month to 3 years 
after the surgical intervention. Twelve patients died 
within this period. Of the total number of 13 deaths, 
8 resulted from heart disease and 5 from extracar- 
dial causes. None of the patients died in the course 
of the operation. One hundred ninety-five patients 
(64.1%) showed electrocardiographic improvement 
affecting the voltage, S-T segment, T wave, and 
rhythm. The bilateral ligation of the internal mam- 
mary arteries, like any other surgical procedure 
causing revascularization, does not provide the 
patient with a new heart but has the advantage of 
offering the same results as other more complex 
and radical surgical procedures, with less difficulty 
for the surgeon to perform and with less risks and 
trauma for the patient. 


Bilateral Internal Mammary Artery Ligation and 
Coronary Artery Occlusion. R. Hardin, H. B. Shu- 
macker Jr., Chien Sheng Su and G. Bounous. Surg. 
Gynec. & Obst. 108:518-522 (May) 1959 [Chicago]. 


Healthy mongrel dogs were used for the experi- 
ments described. In one group of animals, ligation 
of the internal mammary arteries was performed 
through a transverse midsternal incision at the 
level of the second intercostal space. Both arteries 
were identified and divided between ligatures. An- 
other group of animals was subjected to a similar 
incision and dissection, but no ligation was per- 
formed. In both groups of animals, ligation of the 
anterior descending branch of the left coronary 
artery was carried out one month later. In a third 
group of animals subjected to no previous surgery, 
the same coronary artery ligation was accom- 
plished. Postmortem study was performed when 
the dogs died or when they were killed 7 days after 
coronary division. 

These animal experiments failed to demonstrate 
that bilateral ligation of the internal mammary ar- 
teries performed one month previously provided 
any protection against division of the anterior de- 
scending branch of the left coronary artery. The 
survival rate was quite as good in untreated con- 
trols and in animals previously subjected to a sham 
operation. No increase in retrograde coronary flow 
was demonstrated in animals a month after bilateral 
internal mammary ligation as compared with ani- 
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mals in the other 2 groups. The authors conclude 
that these experiments and a survey of those re- 
ported in the literature yield no convincing experi- 
mental basis for applying the procedure of internal 
mammary artery ligation to man. 


Experimental Evaluation of Internal Mammary 
Artery Ligation as a Method of Myocardial Revas- 
cularization. J. H. Vansant and W. H. Muller Jr. 
Surgery 45:840-847 (May) 1959 [St. Louis]. 


Three experimental approaches were utilized to 
determine whether or not internal mammary artery 
ligation increases collateral blood flow to the heart. 
1. The mortality rate following ligation of a major 
coronary artery was employed to judge the degree 
of protection afforded the heart. A mortality rate 
of 90% occurred in the control group. Following 
ligation of the internal mammary arteries, the mor- 
tality rate was 70%. These results are not indicative 
of statistically significant myocardial protection. 2. A 
technique was devised to measure simultaneously 
pressures in the internal mammary artery and pres- 
sures and flows in a tributary of this vessel which 
is comparable to the pericardiacophrenic artery. 
Occlusion of the internal mammary artery distal 
to the tributary did not significantly affect the pres- 
sures in the internal mammary artery or in the 
tributary; neither did it appreciably increase the 
volume flow through the tributary. 3. The third 
method of evaluation consisted of measuring the 
acute effects of bilateral internal mammary artery 
ligation on the retrograde pressures and flows of 
an occluded coronary artery. No significant change 
in either measurement occurred when the internal 
mammary arteries were totally obstructed. No evi- 
dence was obtained from these studies to demon- 
strate that bilateral internal mammary artery 
ligation increases the collateral blood supply to the 
myocardium. 


Coronary Heart Disease: II. Chronic Arrhythmias 
as Influenced by the Beck Operation. B. L. Brof- 
man, J. F. Bond and D. S. Leighninger. Am. J. 
Cardiology 3:618-625 (May) 1959 [New York]. 


The authors selected from 350 patients, who 
underwent the Beck operation for relief of coro- 
nary artery disease, 20 in whom a chronic arrhyth- 
mia was observed as a prominent manifestation of 
coronary heart disease before the operation, and 
who were followed up for 1 to 6 years after the 
operation. In 15 of these 20 patients ventricular 
extrasystoles were prominent before the operation; 
auricular extrasystoles were present in 3, and sinus 
tachycardia in 2. Long-term follow-up revealed 
significant clinical improvement, associated with 
abolition or diminution of the arrhythmia in 17 
(85%) of the 20 patients. Within the limits of this 
study, these arrhythmias represented a reliable 
index of myocardial ischemia in a given patient 
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with coronary heart disease. The consistent aboli- 
tion of the arrhythmias with concomitant clinical 
(“subjective”) improvement constitutes confirmatory 
(“objective”) evidence of the beneficial effect of the 
operation. During and after the operation, adminis- 
tration of digitalis had a specific inotropic and 
chronotropic influence on the heart, with decreased 
instability, reduced incidence of paroxysmal ar- 
rhythmias, and increased stroke output. Digitaliza- 
tion is, therefore, recommended before the surgical 
intervention for coronary artery disease. 


Sarcoma of Esophagus: Surgical Treatment. J. Bor- 
rie. J. Thoracic Surg. 37:413-426 (April) 1959 [St. 
Louis]. 


In a search of the literature the author found 19 
patients who had been operated on for esophageal 
sarcoma. He reports another case, that of a 63-year- 
old man with a polypoid fibrosarcoma of the lower 
third of the esophagus; this condition was detected 
8 months after a transthoracic repair of a hiatus 
hernia, previously performed at another hospital, 
and 1 month after the onset of dysphagia. The pa- 
tient was subjected to a partial esophagogastrec- 
tomy, with esophagogastrostomy and block dissec- 
tion of the regional lymph nodes, at Dunedin (New 
Zealand) Hospital, and is now well, 6 years after 
the operation. The history of this patient has sug- 
gested that the tumor was not present at the time 
of the radical operation for hiatus hernia. Its de- 
tection 8 months later emphasizes the fact that 
esophageal tumors often do not cause symptoms, 
and that sometimes they do occur in association 
with hiatus hernia. It is important that all patients 
presenting hiatus hernia should be subjected to 
esophagoscopy before the operation. The recur- 
rence of dysphagia after a successful herniorrhaphy 
should not be ignored, but should be promptly and 
repeatedly investigated by esophagoscopy as well 
as by esophagrams. The possibility of sarcoma of 
the esophagus should be borne in mind in patients 
manifesting dysphagia after an apparently success- 
ful hiatal herniorrhaphy. If the tumor is polypoid 
in type, and if it is detected early, the chances of 
recovery after a successful resection are excellent. 


Pulmonary Abscess: A Study of 70 Cases. D. N. 
Pickar and W. F. Ruoff. J. Thoracic Surg. 37:452- 
459 (April) 1959 [St. Louis]. 


The authors report on 70 patients with pulmonary 
abscesses treated at the Veterans Administration 
Hospital in Louisville, Ky., during the past 10 
years. The patients were males, 59 whites and 11 
Negroes, ranging in age from 20 to 60 years. Pa- 
tients with abscesses resulting from tuberculosis, 
fungous or parasitic infection, and carcinoma were 
not included in this study. The duration of symp- 
toms before hospitalization varied from 1 month or 
less up to 26 months. Sensitivity studies were per- 


$3 
i 
vd 
eee i 
; 
| 
| 
tine 
4 


182/1734 


formed on the sputum of all the patients. The 
choice of the antibiotic varied. Penicillin alone was 
administered to 21 patients; penicillin with tetra- 
cycline, to 12; penicillin and streptomycin, to 3; 
tetracycline alone, to 1; and streptomycin com- 
bined with isoniazid, to 1 (because of the possibility 
of tuberculosis). Forty-four patients were treated 
with medicaments. Thirty-five patients were con- 
sidered to have closed cavities after 10 to 120 days 
of this medical treatment. The cavities of the re- 
maining 35 did not close, and 24 of these were 
operated on. Twelve patients in all died, repre- 
senting a mortality of 17.1%. 

Pulmonary abscesses are considered to be pri- 
marily a medical problem, and if even a slight im- 
provement is obtained during treatment with me- 
dicaments, it should be continued for a prolonged 
period. Surgical procedures should be carried out 
only on patients in whom medical treatment has 
failed. The advent of antibiotics and improvements 
in anesthetization and surgical techniques have 
substantially improved the prognosis in patients 
with pulmonary abscesses. A long period of hos- 
pitalization is required, however, and the disease 
remains a grave problem. 


Surgical Diagnosis of “Chronic Pancreatitis” and 
Chronic Relapsing Pancreatitis. M. A. Birnstingl. 
Brit. M. J. 1:938-943 (April 11) 1959 [London]. 


The authors report on 18 men and 4 women with 
nonmalignant chronic pancreatic disease, the pres- 
ence of which was confirmed at surgical explora- 
tion. These 22 patients were divided into 2 groups, 
one consisting of 11 men and 1 woman, whose ages 
at the onset of symptoms varied between 41 and 
82 years, and the other consisting of 7 men and 3 
women, whose ages at the onset of symptoms varied 
between 18 and 65 years. Jaundice of obstructive 
type was present in 10 of the 12 patients in the first 
group. The duration of this symptom before opera- 
tion varied between 2 and 18 weeks, and it formed 
the main indication for surgical exploration. The 
pathological diagnosis of “chronic pancreatitis” was 
based on the findings at surgical exploration, sup- 
plemented by a surgical biopsy including small 
pieces of tissue removed from the surface of the 
pancreas in 8 patients. Surgical procedures in 10 
of the 12 patients were undertaken to relieve biliary 
obstruction by internal drainage. The remaining 2 
patients did not undergo further surgical interven- 
tion. The clinical findings in this group of 12 pa- 
tients were strongly suggestive of malignant dis- 
ease. This likelihood was supported by the age of 
the patients and the short duration of their illness. 
The findings at operation provided further pre- 
sumptive evidence of the presence of carcinoma, 
since they included the presence of a tumor in the 
pancreas in 9 patients, 7 of whom had obstructive 
jaundice. Nevertheless, the histological report of 
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“chronic pancreatitis” led to its acceptance as pro- 
viding the most likely diagnosis of the true nature 
of the disease. All 12 patients died of carcinoma of 
the pancreas within 4 days to 3 years after explora- 
tion; only 2 patients survived more than 1 year. An 
important cause of error in the pathological diag- 
nosis was a failure to recognize the structural effects 
of pancreatic ductal obstruction. The term “chronic 
pancreatitis” is an inaccurate description of this 
type of pathological change. 

The clinical picture of the 10 patients in the sec- 
ond group was one of chronic relapsing pancreatitis. 
The average age of these patients at the onset of 
symptoms was 45 years, i. e., 15 years less than the 
average age of the patients in the first group. The 
clinical picture was supported by the macroscopic 
findings at exploration and by a postoperative sur- 
vival time varying between 6 and 40 years. A 
barium-meal examination was carried out in 6 of 
the 10 patients, and changes in the configuration 
of the duodenal loop were observed in 5. Pancreatic 
calcification was present in 4 patients. The macro- 
scopic and microscopic changes observed in pan- 
creatic biopsy specimens obtained from 4 of the 
patients were consistent with the probable origin 
of these changes as a sequel to recurrent inflamma- 
tory incidents in the parenchyma. The evidence 
produced by other workers suggested that in a 
large proportion of cases the pancreatic calcification 
in relapsing pancreatitis occurs within the ducts 
and not in the parenchyma, representing an effect 
rather than a cause of the disease. In the author's 
patients with relapsing pancreatitis the effects of 
pancreatic ductal obstruction were not seen, but 
direct pancreatographic procedures were not con- 
sidered justifiable in these patients, and, therefore, 
it was not possible definitely to exclude an obstruc- 
tive causative factor. 


Cancer and Diverticulitis of Transverse Colon: 
Coexistence. H. M. Moguillanes and M. G. Men- 
doza. Prensa méd. argent. 45:3290-3294 (Oct. 10) 
1958 (In Spanish) [Buenos Aires]. 


The association of chronic diverticulitis of the 
transverse colon with cancer of that segment is rare. 
Each disease has an aggravating influence on the 
other. A man, 58 years old, with rectal disorders of 
long duration and acute anemia was hospitalized. 
During the previous 9 months the patient had had 
rectal hemorrhages, and he had lost 13 kg. (28% lb.) 
in weight. Examination of the large intestine with 
opaque enema showed multiple diverticula in the 
transverse colon and a stricture at the center of the 
segment. An _ exploratory laparotomy showed 
chronic diverticulitis of the entire transverse colon 
and a tumor in the center of the segment. The 
tumor was the size of an orange and of a carcinoma- 
tous aspect and infiltrated the visceral serous lay- 
ers. The operation to which the patient was sub- 
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jected consisted of resection of the transverse colon 
and the ascending colon, including the tumor, with 
an anastomosis of the ileum and the descending 
colon. His immediate and late postoperative courses 
were uneventful, and he was discharged 3 weeks 
after the operation in satisfactory condition. The 
anatomicopathological examination of the surgical 
specimen showed a large number of diverticula in 
the colon and carcinoma of the mucosecreting type. 


Intra-Aortic Nitrogen Mustard Therapy in Ad- 
vanced Pelvic Malignancies. R. L. Byron Jr., B. P. 
Singh, H. R. Bierman and K. H. Kelly. Surgery 
45:634-641 (April) 1959 [St. Louis]. 


Injection of a nitrogen mustard, such as mechlor- 
ethamine hydrochloride (HN:), into the nutrient 
artery of a malignant tumor has been used as one 
point of direct attack. The studies described were 
designed to investigate the effect of intra-aortic 
nitrogen mustard therapy in advanced pelvic ma- 
lignancies. The investigations were carried out by 
a team of surgeons, internists, anesthetists, and a 
radiologist. Thirty-four patients with advanced 
pelvic malignancies of various types comprised the 
material for this study. Carcinoma of the cervix, 
ovary, and rectum or sigmoid accounted for 27 of 
the 34 lesions. The diagnoses were confirmed by at 
least one biopsy. Thirty of these 34 patients had 
been previously treated by definitive radiation 
therapy and/or surgery. The remaining 4 patients 
had not received any previous therapy. 

Thirty-one patients were subjected to a pelvic 
laparotomy. After manual exploration, the aorta, 
just above its bifurcation, and the inferior vena 
cava were exposed, and Penrose rubber drains were 
placed around them to serve as tourniquets. The 
arterial circulation in both lower extremities was 
occluded by femoral artery pneumatic tourniquets. 
After the occlusion of the femoral arterial circula- 
tion, a single injection of freshly prepared nitrogen 
mustard (HN,) was rapidly given into the aorta 
just above its bifurcation. During and after the in- 
jection, the aorta and the inferior vena cava were 
occluded above the injected site for 5 minutes. This 
allowed maximum arterial concentration of the 
nitrogen mustard in the tumor-bearing area of the 
pelvis. After the 5-minute period all the tourniquets 
were released, and the abdomen was closed. Three 
patients were treated by the arterial catheterization 
technique in which the left brachial artery was 
used. The artery was exposed, and loops of rubber 
bands were placed around the vessel above and 
below the site for the opening of the artery. An 
incision was made through the wall of the artery, 
and the tip of the catheter was inserted and then 
guided into the descending aorta by roentgenoscopy 
to a point just above the aortic bifurcation. The 
catheter was left in place, and the patient returned 
to the ward. After the occlusion of the femoral 
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arterial circulation, nitrogen mustard was injected 
through the catheter. The occlusion was main- 
tained for 5 minutes after the injection and then 
released. The catheter was left in the artery 5 days 
without untoward effect. 

The injection of nitrogen mustard into the nu- 
trient artery has proved of some value in the pallia- 
tion of advanced pelvic malignancies. Seven of 34 
patients showed objective improvement; there were 
3 postoperative deaths. Patients with malignant 
tumors localized to the pelvis, which are not amena- 
ble to surgery or irradiation, are suitable for intra- 
aortic nitrogen mustard therapy. This is particular- 
ly true when the tumor has involved the lateral 
pelvic walls. The final decision to utilize chemo- 
therapy frequently must be made at the operating 
table during the exploratory laparotomy. The nitro- 
gen mustard can be administered safely via the 
aorta in doses of 0.25 to 1.3 mg. per kilogram of 
body weight. 


Carcinoma of the Corpus Uteri. W. Hawksworth. 
Acta Unio internat. contra cancrum 15:270-275 
(no. 2) 1959 (In English) [Louvain, Belgium]. 


The author reports on 251 patients with car- 
cinoma of the corpus uteri seen in the area depart- 
ment of obstetrics and gynecology at Oxford, Eng- 
land, between 1940 and 1957. Of these 251 patients, 
220 were treated surgically, with an operative mor- 
tality of 60. One hundred sixty-five patients were 
followed up 5 years after the initial treatment, and 
105 of these are still alive. Of the 151 patients in 
the follow-up group who were operated on, 124 
showed no evidence macroscopically of extension 
of growth beyond the uterus at the time of opera- 
tion, and 95 of these are living 5 years after the 
operation. There were, however, 27 patients with 
macroscopic evidence of spread beyond the uterus 
at the time of operation, and only 8 have survived 
5 years. Of the 60 patients who died during this 
period, 38 had recurrence, but in the whole group 
of 251 patients only 3 had recurrence in the vaginal 
vault. The commonest sites of recurrence are the 
lymph nodes of the pelvic walls. The author con- 
siders that operation should include lymphatic dis- 
section as a routine treatment. The increase in sur- 
gical risk is low, but the prognosis with positive 
pelvic lymph nodes is bad. The author claims a 
staging of the disease based on operative findings 
rather than the actual clinical classification. 


Cytologic Diagnosis of Rectal and Colonic Condi- 
tions. B. M. Chapman. Gastroenterology 36:501-504 
(April) 1959 [Baltimore]. 


This report is concerned with an analysis of cyto- 
logical diagnosis in rectal and colonic conditions 
from material accumulated over a period of 10 
years. A total of 877 smears from 746 patients were 
studied. The preparations were taken during sig- 


4 
4 
: 
Al 
§ 
4 
4 


184/1736 


moidoscopic examinations when disease was seen 
or suspected. Ninety-two of the smears were posi- 
tive, 2 falsely positive, 12 falsely negative, 10 sus- 
picious, and 4 falsely suspicious. Of the 92 positive 
smears, 66 were proved by biopsy or examination 
of the surgical specimen to be adenocarcinoma, 
and 6 malignant adenoma. In 18 patients with 
positive smears, follow-up information could not be 
obtained. With the deletion of this group from the 
analysis, it is found that the accuracy of cytological 
diagnosis in this series was 77%. Study of the 
smears proved valuable as an adjunct in the diag- 
nosis of other conditions of the rectum and colon, 
such as ulcerative colitis, amebic dysentery, bacil- 
lary dysentery, diverticulitis, and tuberculosis. The 
test appears to have its greatest value in the diag- 
nosis of lesions between the splenic flexure and the 
rectosigmoid. 


NEUROLOGY & PSYCHIATRY 


The Treatment of Tuberculous Meningitis in Adults 
from 1947 to 1957. F. Russi, G. Rossi and R. Bo- 
nazza. Minerva med. 50:606-618 (Feb. 28) 1959 (In 
Italian) [Turin, Italy]. 


Fifty-five patients, 10 to 66 years of age, with 
tuberculous meningitis were treated in a hospital 
in Ancona, Italy, from 1947 to 1957. The patients, 
according to the treatment given, were divided into 
3 groups. The first group consisted of 28 patients, 
seen between 1947 and 1951, who were treated 
with streptomycin given intramuscularly and intra- 
spinally; 6 of these patients recovered. The second 
group consisted of 12 patients, seen between 1952 
and 1954, who were treated with the same drug as 
the patients of the first group, with the addition of 
isoniazid; 8 of these patients recovered. The third 
group consisted of 15 patients, seen between 1955 
and 1957, who were treated with the same drugs 
as the patients of the first and second groups, with 
the addition of cortisone and aminosalicylic acid 
given intravenously; 14 of these patients recovered. 
None of the 28 patients who recovered permanently 
presented late side-effects, owing to treatment on 
observation 1 or 2 years after the end of the initial 
treatment. At these follow-up examinations, how- 
ever, 2 patients presented spastic paresis and 1 a 
mild Jackson’s syndrome with electroencephalo- 
graphic focal signs. No relapses occurred after treat- 
ment in patients of the first and second groups; 2 
early relapses occurred in patients of the third 
group, but they recovered after further treatment. 

The authors believe that a combination of strep- 
tomycin, isoniazid, cortisone, and aminosalicylic 
acid represents today the best treatment for adults 
with tuberculous meningitis. Such treatment is use- 
ful in avoiding the risk of late intolerance or re- 
sistance to isoniazid, which might cause a relapse 
of meningeal symptoms or affect unfavorably the 
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course of the disease, as occurred in the one pa- 
tient of the third group who died. Moreover, the 
authors believe that aminosalicylic acid given in- 
travenously in large quantities is especially useful 
in the initial hematogenous or bacillogenous stage 
of tuberculous meningitis. 


Effects of Delayed Anticoagulant Therapy on Ex- 
perimental Cerebral Infarcts. A. F. Peterman, K. G. 
Wakim, G. P. Sayre and others. J. Neuropath. & Ex- 
per. Neurol. 18:263-269 (April) 1959 [New York]. 


Although anticoagulant therapy has been used 
with some success in the treatment of certain types 
of cerebrovascular disease, a great deal of uncer- 
tainty exists about the effects of such treatment on 
completed cerebral infarcts. Several methods have 
been described by which cerebral infarcts can be 
produced in dogs. Since it has been shown that a 
cerebral infarct undergoes its most distinctive histo- 
logical change by the fourth day, it was decided to 
start anticoagulant therapy on the third day after 
the production of cerebral infarction, aiming at the 
establishment of a reduction of prothrombin ac- 
tivity to the therapeutic range by the fourth day 
after infarction. Homologous blood clots were used 
to produce intracranial arterial occlusion, because 
this method causes cerebral infarction in the ma- 
jority of animals associated with a relatively low 
mortality rate; also, such infarcts resemble embolic 
infarcts found in humans. Approximately 48 hours 
prior to operation, 5 ml. of blood was withdrawn 
from each dog and allowed to clot and stand at 
room temperature in a sterile test tube. Cerebral 
infarcts then were produced by injection of these 
homologous blood clots into the internal carotid 
artery via the common carotid artery exposed 
through an incision in the neck. In the animals in 
which a satisfactory embolic lesion was produced, 
the signs and symptoms of cerebral infarction were 
evident when the animals recovered from anes- 
thesia. Only those dogs which showed definite signs 
of cerebral infarction, which survived for 3 days 
after the procedure, and which were otherwise in 
good health were included in this study. 

A total of 24 dogs with experimentally produced 
cerebral infarcts were given anticoagulants, begin- 
ning on the third day after the induction of infarc- 
tion, and they continued to receive the drugs for 9 
to 15 days thereafter, with a mean prothrombin 
activity of 21% of normal. A group of 23 dogs with 
similar infarcts were not treated and served as con- 
trols. No significant difference was noted in the size 
of the infarct between the dogs receiving anticoag- 
ulants and the control dogs, and the clinical course 
of the dogs which survived the period of study was 
the same in each group. The homologous blood-clot 
embolus that was injected to produce the infarct 
was located proximal to the infarct in 38 dogs, and 
thrombosed arteries were found within the infarcts 
in 50% of all the dogs, whether or not treated with 
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anticoagulants. No correlation as to the amount of 
hemorrhage was noted between the gross and the 
histological appearance of the infarcts. Dogs treated 
with anticoagulants had cerebral infarcts that were 
more hemorrhagic than those of the controls, and 
the mortality rate was higher in the treated dogs. 


Perinatal Infections of the Central Nervous System. 
A. Wolf and D. Cowen. J. Neuropath. & Exper. 
Neurol. 18:191-243 (April) 1959 [New York]. 


The authors review the extensive literature on 
perinatal infections of the central nervous system, 
pointing out that the findings of Gregg in maternal 
rubella stimulated a search for other infections 
which might lead to similar results. A variety of 
congenital defects have been described in infants 
born to mothers who during pregnancy had mumps, 
measles, chickenpox, herpes zoster infection, scarlet 
fever, or infectious mononucleosis. A cause and 
effect relationship has not been firmly established 
in all of these, and there is not sufficient evidence 
that the infective agent entered and directly in- 
jured the nervous system. Prospective studies by 
several investigators demonstrated that the possi- 
bility of a congenital malformation occurring in the 
offspring of a woman suffering from an infection in 
the first trimester of pregnancy is not nearly as great 
as was at first feared. 

The authors discuss spirochetal, protozoan, viral, 
and bacterial infections of the nervous system which 
occur in the perinatal period. These include con- 
genital syphilis, toxoplasmosis, cytomegalic inclu- 
sion disease, herpes simplex infection, equine en- 
cephalomyelitis, and the bacterial meningitides and 
meningoencephalitides. Commenting on perinatal 
syphilis of the central nervous system, the authors 
conclude that congenital syphilis appears to be a 
diminishing problem as an infection of the neonatal 
nervous system due to the increasing efficacy of 
treatment of this infection. They present detailed 
histories of 2 patients with congenital toxoplasmosis 
and of 1 with cytomegalic inclusion disease, as 
well as 2 probable instances of herpes simplex in- 
fection. They conclude that, in spite of the great 
number of infective agents which may enter and 
damage the central nervous system in the perinatal 
period, infection must still be considered one of the 
less common causes of pathological changes in the 
brain at this time of life. 


Delirium Tremens and Acute Liver Damage. 
G. Lundquist, E. Nettelbladt and H. Reichard. 
Nord. med. 61:433-436 (March 12) 1959 (In Swedish) 
[Stockholm]. 


Determinations of glutamic oxalacetic transami- 
nase (GO-T) and ornithine carbamyl transferase 
(OC-T) in the serum were used as a test of acute 
liver damage in 32 cases of delirium tremens and 
in 10 of chronic alcoholism. Determinations of 
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bilirubin and thymol turbidity were also made. In- 
creased serum bilirubin was seen in only 10% of the 
cases of delirium tremens. Most of the patients with 
delirium tremens had increased serum levels of 
both GO-T and OC-T, presumably due to acute 
liver damage. Since not all these patients showed 
signs of acute liver damage, the latter cannot be the 
primary cause of delirium tremens. There was mod- 
erate to marked increase in GO-T and OC-T values 
in chronic alcoholics who had ingested large 
amounts of alcohol shortly before admission. 


Studies on Spontaneous Primary Encephalitides in 
the Monkey: I. A Polio-Encephalitis with Predilec- 
tion for the Brain Stem in the Baboon (Papio 
Hamadryas). L. van Bogaert. J. Neuropath. & 
Exper. Neurol. 18:294-305 (April) 1959 [New York]. 


The author observed in 3 monkeys disease similar 
to the human primary polioencephalitides which 
chiefly affect the brain stem. His first observation 
was made on a 2-year-old male baboon (Papio 
hamadryas) in 1937. In 1940 and in 1946 he was 
able to study 2 other baboons with disorders of this 
type. In the first baboon there developed simul- 
taneously with diarrhea and fever attacks of ex- 
tremely violent generalized epilepsy, with occa- 
sional Jacksonian components, bilateral hemiparesis, 
a postural tremor, and a left peripheral facial pa- 
ralysis. In the second baboon a neurological syn- 
drome developed suddenly, which included epi- 
lepsy, cerebellar tremor of the entire body, myo- 
clonic jerks, transient torticollis, palsies of the 3rd, 
5th, 7th, 9th, and 10th cranial nerves, and a terminal 
hemiplegia. The course of the illness was 17 days. 
The third baboon suddenly showed anger and ex- 
citement, with myoclonus, generalized tremor 
which was slight at rest and increased by move- 
ment, some choreoathetoid movements, paralysis of 
the 7th and 9th cranial nerves, and finally severe 
generalized hypotonia. The paroxysms of aggres- 
siveness were followed by a period of relaxation, 
which was succeeded by a postictal stupor. The 
animal refused to eat or drink. 

The pathological picture in the first 2 animals 
was that of a severe encephalitis of the entire brain 
stem, spreading anteriorly to the hypothalamus and 
the septal nuclei, and laterally to the claustrum. 
The cord presented perivascular and nodular infil- 
trations in the posterior more than in the anterior 
gray matter, with moderate involvement of the 
white columns. The author concludes that a me- 
ningopolioencephalitis exists in baboons which has 
a predilection for the brain stem. The disease has 
an acute and fatal course. The localization and 
characteristics of the disease process are reminis- 
cent of those seen in Borna disease (encephalitis of 
horses, cattle, and sheep caused by a virus) and 
rabies. Clinically, the disease is characterized by 
sudden behavior disturbance (anxiety, aggressive- 
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ness, fits of temper), paretic disorders, myoclonus, 
postural tremor, at times transient choreoathetoid 
movements, cranial nerve palsies, and epileptic at- 
tacks. The fundi are normal. Modifications of the 
cerebrospinal fluid could not be determined. This 
type of meningoencephalitis has a specific clinico- 
pathological character. 


GYNECOLOGY & OBSTETRICS 


Combined Treatment of Carcinoma of the Ovary. 
D. Buttenberg and H. Lau. Geburtsh. u. Frauenh. 
19:308-325 (April) 1959 (In German) [Stuttgart, 
Germany|]. 


The authors describe the method of combined 
treatment of carcinoma of the ovary, which has 
been practiced since 1954 at the gynecologic clinic 
of the University in Heidelberg, Germany. It con- 
sists of (1) excision of both ovaries without removal 
of the uterus, or, if this proves impossible, removal 
of the bulk of the tumor but without attempting 
to eradicate radically all carcinomatous tissue, since 
such an attempt may expose the patient to compli- 
cations in the course of the surgical intervention 
and postoperatively; (2) repeated intra-abdominal 
instillation of single doses of 120 mc. of radiogold 
(Au'"*), the first dose being given immediately after 
the operation and its administration being repeated 
at least once at an interval of 2 or 3 months; (3) 
intrauterine application of radiocobalt (Co*’) pearls, 
with a maximum load of 4,000 r placed on the 
bladder and the rectum; (4) percutaneous depth 
roentgen irradiation with use of a grid and one 
field, each over the abdomen and the back, with a 
surface dose of 6,000 r, or telecobalt therapy with 
doses of 4,000 to 5,000 r; and (5) continuous therapy 
with large doses of androgens combined with ad- 
ministration of prednisone. 

With this treatment the survival time of 24 wom- 
en with incurable carcinoma of the ovaries could 
be prolonged by an average of 3 months, compared 
with that of a similar group of 29 patients who had 
been treated between 1945 and 1950. In view of 
the highly unfavorable prognosis of carcinoma of 
the ovaries, this prolongation of the survival time, 
although it is short, is of some value, particularly 
since the patients had a subjective feeling of well- 
being. The use of cytostatic agents is rejected be- 
cause of the additional risk of damage to the leu- 
kopoietic system. Hypophysectomy is advocated as 
a supplementary measure to hormone treatment. 


Ferrodynamics During Pregnancy. R. G. Holly and 
W. J. Ground. Am. J. Obst. & Gynec. 77:731-742 
(April) 1959 [St. Louis]. 


Storage iron estimates were made on 19 preg- 
nant women, since it was found that iron depots 
are reduced in the majority of women at the onset 
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of pregnancy. The demands for iron by the fetus 
and by the mother for extra hemoglobin synthesis 
are in excess of that which can be supplied by diet 
alone. Storage iron is “available iron” and can be 
mobilized for the fetal requirement or for maternal 
hemoglobin production. Eleven of the 12 patients 
studied early in pregnancy were shown to have 
diminished or depleted iron stores. It is significant 
that the patients with iron stores had hemoglobin 
values above 11.4 Gm. per 100 cc. These observa- 
tions confirm the impression based on clinical 
studies that the hemoglobin level will remain nor- 
mal if an iron supplement is available and provided 
that bone marrow function is normal. The presence 
of a normal hemoglobin level does not mean, 
though, that there is storage iron. One patient with 
a hemoglobin level of 11.4 Gm. per 100 cc. had no 
visible storage iron. 

Radioiron (Fe) studies were performed on 7 
patients, 3 of whom exhibited deficiency anemia 
caused by pregnancy. Plasma iron turnover rates 
were found to be decreased during pregnancy. A 
similar reduction in the erythrocyte iron turnover 
rate was observed. These findings could be ex- 
plained on the basis of iron deficiency. A theory 
postulating a retarded erythrocyte production rate 
was advanced. It was based on the low erythrocyte 
iron turnover rate, on the retarded erythrocyte utili- 
zation of Fe*’, and on the relatively high liver 
counts obtained by surface scanning. Iron defi- 
ciency is the commonest cause of pregnancy 
anemia. There is apparently some degree of bone 
marrow suppression in association with pregnancy. 


Ethical, Religious and Legal Aspects of Artificial 
Insemination as Viewed by a Gynecologist. 
L. Sbrocca. Minerva ginec. 11:158-165 (Feb. 28) 
1959 (In Italian) [Turin, Italy]. 


Artificial insemination was condemned by the 
Roman Catholic church in 1897, and this position 
was reaffirmed by the Jesuit priest, F. Hiirth, in 
an article published in 1946. Hiirth left the dis- 
cussion open for further study, because it did 
not involve the domain of either faith or dogma. 
Theologians have argued that only natural copula- 
tion, being an uninterrupted action in the process 
of procreation, is admissible. The author contends 
that the mechanism of natural coitus should not be 
overemphasized, because its object is procreation, 
but the motive force is sensual pleasure. Moreover, 
coitus has no bearing on the act of creating, which 
process is independent of the will of either the man 
or the woman. The author believes that moral 
principles cannot be offended if the result of con- 
ception, fructus ventris, is obtained either through 
natural coitus or by the aid of a physician through 
artificial insemination. Artificial insemination is thus 
viewed as a corrective measure for a defect of 
natural coitus and is justifiable only for the trans- 
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mission of semen of the husband into his wife. 
Artificial insemination through a donor violates 
ethical-religious principles, and the use of such im- 
pregnation by an unmarried women is an even 
greater offense. 

Children born by the aid of artificial insemination 
between husband and wife are legitimate according 
to the interpretation of Italian law. Recently a 
lower court in Italy had to decide on the first penal 
case of artificial insemination in that country. In 
the absence of an explicit provision, the court ruled 
that the defendant, a legally separated woman, who 
gave birth to a child through the semen of an 
anonymous donor, was not an adulteress and thus 
that her child was not born out of wedlock. The 
author concludes that artificial insemination is be- 
coming a pressing problem, which requires passage 
of specific guiding rules by both lay and ecclesiasti- 
cal authorities. 


Fetal Mortality and Prematurity with Repeat Ab- 
dominal Delivery. A. W. Diddle, V. Gibbs and 
S. Lambeth. Am. J. Obst. & Gynec. 77:719-730 
(April) 1959 [St. Louis]. 


It has been shown that fetal mortality is greater 
with cesarean section than with vaginal delivery. 
The greater loss is generally attributed to the ob- 
stetric complication leading to the hysterotomy and 
not to the operative procedure. Fetal salvage, even 
with repeat cesarean section, may, however, be less 
favorable than with the average delivery, since 
babies born in this circumstance are not infrequent- 
ly premature. In this study of fetal mortality with 
repeat cesarean section, it was found that 11% of 
the babies born by repeat cesarean section or fol- 
lowing uterine rupture were premature. This was 
a higher percentage than for the average vaginal 
delivery. More than half of the babies born by 
repeat abdominal delivery died either of prema- 
turity after elective cesarean section or of anoxia 
in association with a rupture of the uterus. A de- 
crease in the incidence of premature infants de- 
livered by elective repeat cesarean section and in 
the number of uterine ruptures accounted for a fall 
in the fetal mortality in the second half of the study 
as compared with the first half. It appears that the 
danger of uterine rupture from waiting until the 
baby was at term was offset by the risk of elective 
delivery of a premature baby. 

Elective repeat cesarean section is nearly as safe 
for the baby as vaginal delivery in some hospitals. 
This safety is the result of careful timing of the 
operation according to the maturity of the fetus. 
The menstrual age was found to be unreliable as a 
measure for determining when a pregnancy was 
at term. Infants delivered by elective repeat cesar- 
ean section were seldom premature if the cervix 
was effaced, if the crown—rump length of the fetus 
was at least 25 cm., as determined by palpation, 
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and if the ossification centers were visible in the 
fetal epiphyses of the knees, as ascertained by 
roentgenographic study. Experience indicates that 
it is usually advisable to defer repeat cesarean 
section until the onset of spontaneous labor if there 
is doubt as to the maturity of the baby. 


Normal Pregnancy and Delivery in Female Pseudo- 
hermaphroditism. F. Gans and J. Ser. Acta endo- 
crinol. 30:424-434 (March) 1959 (In English) [Co- 
penhagen]. 


The authors present what they believe to be the 
first report of the delivery of a healthy child of a 
female pseudohermaphrodite, after cortisone ther- 
apy over several years and after plastic operation. 
When first examined by the authors in 1953, the 
patient was 16 years old and complained of amenor- 
rhea and of hair on the body and face. Her mother 
had suffered during pregnancy from a hypophyseal 
tumor and had received x-ray therapy, but the 
girl's development during childhood had been nor- 
mal. At the time of observation the patient's voice 
was remarkably low. There was hirsutism on the 
face, extremities, abdomen, and, to a less degree, 
the upper part of the body. The breasts were not 
developed. The clitoris was about 4 cm. long. The 
labia majora were well developed; the labia minora 
were absent; and no vaginal aperture was found. 
Rectal examination revealed a small uterus, and 
both ovaries were present. The psychic attitude of 
the patient was feminine. Clinical and laboratory 
findings justified the diagnosis of female pseudo- 
hermaphroditism (congenital adrenal hyperplasia). 
Cortisone therapy was started in September, 1953, 
with daily injections of 100 mg. of the drug. About 
8 months after the onset of this therapy menstrua- 
tion began, and from then on it occurred in almost 
regular monthly cycles. 

In September, 1956, the patient requested an 
operation for correction of her genital malforma- 
tion. At this time she received injections of 100 mg. 
of cortisone every 4th day. Cytourethrography re- 
vealed that the orifice of the urethra was at its 
normal site. An x-ray picture of the pelvic outlet 
(after injection of a contrast medium into the sinus 
urogenitalis) showed a vagina, distally narrowing 
into a small canal; the proximal vaginal filling 
showed an appendage obviously corresponding to 
the filled cervical canal. An amputation of the en- 
larged clitoris was performed, and the sinus uro- 
genitalis was incised. The vagina, lying behind, 
was partly freed from the underlying tissue, broad- 
ened by means of longitudinal incision, and sutured 
to the skin. Dilatation therapy was started after the 
operation and was continued at home. 

Examination in July, 1957, revealed that the 
patient was 2 months pregnant. She was given the 
usual dose of cortisone and felt well during the 
entire pregnancy. Except for cortisone, the patient 
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received no hormonal treatment of any kind. De- 
spite, or maybe because of this, the breasts devel- 
oped normally, the menses appeared, and hirsutism 
diminished. Theoretically it is conceivable that the 
administration of additional quantities of estrogens, 
as well as cortisone, might have produced adverse 
effects because of inhibition of follicle-stimulating 
hormone production by the hypophysis. The course 
of events in this case is in favor of the exclusive 
administration of cortisone. The patient received 
cortisone for 4% years and during her entire preg- 
nancy without any perceptible disadvantages. The 
regular control of electrolytes showed no significant 
deviation from the normal. The weight remained 
unchanged, and during the whole treatment the 
state of the patient’s health was better than ever 
before. 


PEDIATRICS 


Studies in Sickle-Cell Anemia: XII. Further Studies 
on Hepatic Function in Sickle-Cell Anemia. A. D. 
Ferguson and R. B. Scott. A. M. A. J. Dis. Child. 
97:418-425 (April) 1959 [Chicago]. 


Despite clinical evidence of involvement of the 
liver in children with sickle-cell anemia, difficulty 
is usually observed in quantitating hepatic dysfunc- 
tion by the traditional liver function tests, such as 
serum bilirubin, van den Bergh, alkaline phospha- 
tase, cephalin flocculation, total protein, and serum 
glutamic oxalacetic transaminase. In an attempt to 
obtain additional evidence of impaired liver metab- 
olism by the use of some of the newer laboratory 
procedures, serum protein separation by filter-paper 
electrophoresis was carried out on 28 children, 
between the ages of 10 months and 16 years; 51 
blood ammonia determinations were made on 26 
children, ranging in age from 2 to 12 years; and 
urinary amino-acid analyses were performed on 5 
children, between 4 and 10 years of age, all with 
sickle-cell anemia. These newer procedures proved 
to be similar to the traditional liver function tests 
in that they were not conclusively diagnostic. How- 
ever, as a battery they were at times helpful in 
supplying additional confirmatory evidence of 
hepatic damage in young children with sickle-cell 
anemia, in whom the correlation between liver 
damage and the results or response obtained from 
the usual function tests is less reliable than in older 
persons. 

A needle biopsy specimen of the liver was ob- 
tained from a 5-year-old boy with sickle-cell 
anemia, who was hospitalized during a crisis asso- 
ciated with a complicating pneumonia. Microscopic 
examination of the specimen showed that the sinus- 
oids were dilated and plugged with sickled cells. In 
some areas the sinusoids were practically occluded 
by the stagnation of sickled and hemolyzed erythro- 
cytes. The liver cord cells were swollen, granular, 
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and pale, indicating early degenerative change. 
Biopsy of the liver is not indicated as a routine pro- 
cedure in all children with sickle-cell anemia and 
should not be attempted by unqualified persons. 
Occasionally, microscopic study of hepatic tissue 
obtained by needle biopsy may be helpful in estab- 
lishing a definite diagnosis in children in whom 
chemical tests are negative or equivocal in the pres- 
ence of persistent spectacular enlargement of the 
liver, which cannot be readily explained by other 
causes. 


Long-Term Use of Prednisone and Prednisolone in 
Juvenile Rheumatoid Arthritis: A Report of Fifteen 
Cases. E. E. Harnagel. A. M. A. J. Dis. Child. 
97:426-431 (April) 1959 [Chicago]. 


Seven girls and 3 boys, with rheumatoid arthritis, 
and 4 boys and 1 girl, with rheumatoid spondylitis, 
were treated with prednisone and prednisolone for 
periods ranging from 8 to 24 months. The average 
age of the 15 patients was 14.4 years, and the 
average daily maintenance dose varied from less 
than 5 to 20 mg. These doses, calculated on a per 
pound basis, were in excess of those usually given 
to adults with rheumatoid arthritis. Prednisone and 
prednisolone were used interchangeably. Treatment 
with these steroids was reserved principally for 
those patients whose condition had not been satis- 
factorily controlled with acetylsalicylic acid and/or 
cortisone. Although 12 (80%) of the 15 patients 
obtained satisfactory relief from pain and stiffness, 
only 3 (20%) had complete remission of the disease 
during the period of treatment, and 6 had major or 
minor improvement. Six patients (40%) were unim- 
proved or became worse, and in 4 of these progres- 
sive articular destruction was observed. A total of 
28 untoward reactions, such as “moon face,” acne, 
mild psychic changes, and striae, were observed; 
these were largely of minor importance and did 
not require a reduction of dose or withdrawal of 
the steroid agent. The most formidable complica- 
tion was diabetes mellitus, which developed in one 
patient while he was receiving prednisone but 
which went into remission while the hormonal ther- 
apy was continued. The administration of adrenal 
cortical steroids to children and adolescents with 
rheumatoid arthritis should be limited to severe 
progressive cases. 


Clinical Features of Infection with Hemadsorption 
Viruses. R. H. Parrott, A. Vargosko, A. Luckey and 
others. New England J. Med. 260:731-738 (April 9) 
1959 [Boston]. 


A previous report described the recovery of 2 
new myxoviruses, hemadsorption viruses, types 1 
and 2, which were isolated in October, 1957, from 
the oropharynx of children, with acute respiratory 
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disease. The authors report clinical data on 52 boys 
and 40 girls, between the ages of 2 weeks and 9 
years, with respiratory tract illnesses who attended 
the Children’s Hospital in Washington, D. C., be- 
tween October, 1957, and May, 1958. Of these 92 
patients, 42 had infection due to hemadsorption 
virus, type 1, and 50 had infection due to hemad- 
sorption virus, type 2. Thirty-three of the group of 
42 patients and 29 of the group of 50 patients re- 
quired hospitalization for severe illness, such as 
bronchopneumonia, bronchiolitis, croup syndrome, 
and severe pharyngitis. The remaining 9 patients of 
the group with type 1 virus infection and the re- 
maining 21 patients of the group with type 2 virus 
infection had minor respiratory tract illnesses and 
were seen during visits to the outpatient depart- 
ment. The more severely ill patients had respiratory 
distress (type 1 virus infection) or cough of croup 
type (type 2 virus infection). Cough, rhinorrhea, 
and sore throat were the major symptoms in the 
outpatients. Pharyngeal erythema and rhinitis were 
the major physical signs, but the patients who be- 
came more severely ill showed dyspnea and had 
abnormal lung findings, such as rhonchi and rales 
(associated with type 1 virus infection) or signs of 
laryngeal obstruction (associated with type 2 virus 
infection). These observations suggest that the oc- 
currence of pneumonia or croup represents a pro- 
gression from the less severe type of illness. No 
distinct clinical features of hemadsorption virus 
infections were observed to enable the clinician to 
make the diagnosis without the aid of a virus 
laboratory. 


Poliomyelitis Virus Neutralizing Antibodies After 
Salk-Vaccination in Kindergarten and School Chil- 
dren: Studies on Capillary Blood with a Microdye 
Test. M. Just, G. Ritzel and E. Berger. Helvet. med. 
acta 26:65-69 (March) 1959 (In German) [Basel, 
Switzerland]. 


About 20,000 children of kindergarten and school 
age of Basel, Switzerland, were vaccinated against 
poliomyelitis in 1957. The vaccinations were carried 
out with Salk vaccine of American origin. The chil- 
dren were given 3 subcutaneous injections of 1 cc. 
of vaccine into the upper arm. The interval between 
the first 2 injections was 4 weeks and between the 
second and third, 6% months. The authors describe 
studies carried out to ascertain whether the chil- 
dren had an adequate antibody level against polio- 
myelitis virus after the vaccination. The capillary 
blood was examined for virus neutralizing anti- 
bodies with the aid of a microdye test from 2 to 4 
weeks after the third injection of Salk vaccine. The 
test used had been described by Léfler and Vogt 
in 1957. A macrodye test with blood obtained by 
venous puncture was used in some of the children 
as a control, and the 2 tests were found to produce 
identical results. Tests were made on 3 groups, of 
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about 100 children each, a total of 281: (1) children, 
4 and 5 years old; (2) children, 9 and 10 years old; 
and (3) children, of 13 and 14. Antibody formation 
was best against type 2 and poorest against type 3 
poliomyelitis virus. Electrophoretic analysis of the 
serum proteins of children who had an insufficient 
increase in virus neutralizing antibodies against 
poliomyelitis virus after vaccination revealed no 
difference in comparison with the serum proteins 
of normal controls, 


A Fatal Granulomatous Disease of Childhood: The 
Clinical, Pathological, and Laboratory Features of 
a New Syndrome. R. A. Bridges, H. Berendes and 
R. A. Good. A. M. A. J. Dis. Child. 97:387-408 
(April) 1959 [Chicago]. 


The authors report on 4 boys, between the ages 
of 7 months and 5 years, who were referred to the 
department of pediatrics of the University of 
Minnesota Hospitals in Minneapolis with a syn- 
drome consisting of chronic suppurative lymphade- 
nitis, hepatosplenomegaly, pulmonary infiltrations, 
and an eczematoid dermatitis about the eyes, nose, 
and mouth. These manifestations proved to be the 
result of a generalized granulomatous process and 
were associated with a prominent hypergamma- 
globulinemia. All 4 patients died, and autopsy per- 
formed on 3 revealed generalized involvement of 
the reticuloendothelial system, including every 
group of lymph nodes throughout the body and, in 
addition, the liver, spleen, lung, and skin. The 
clinical syndrome presented by these children 
closely resembled tuberculous cervical adenitis. 
From the family history of one of the patients, it 
appeared that 2 maternal uncles had died, at the 
ages of 7 and 8 months, with what, by the descrip- 
tion given by the patient’s mother, may have been 
the same disease as that of the patient. The ma- 
ternal grandfather was also supposed to have had 
the same syndrome. These findings suggest that 
the disease may occur in male members over several 
generations. Though periods of symptomatic im- 
provement occurred even after the development of 
pulmonary lesions, these would appear to mark 
the terminal phase of the disease. At this time the 
previously suppurative adenopathy, which repre- 
sented the first manifestation of the disease, became 
quiescent, and the debilitating systemic manifesta- 
tions assumed the most prominent role, leading to 
death within a year of this event. 

The various laboratory examinations, including 
determinations of gamma globulin concentration 
and immunological capacity, skin tests performed 
with antigens prepared from pathological material 
obtained from one of the patients, and white blood 
cell function tests, as well as the findings at autopsy, 
made it possible to differentiate this new syndrome 
from recognized forms of infectious and noninfec- 
tious disease producing granulomatous processes in 
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childhood. The tests did not make it possible, 
though, to arrive at an etiological characterization 
of the syndrome, which appears to be a distinct 
entity, the causation of which is yet to be deter- 
mined. Extensive empirical efforts at treatment 
have been without effect on the relentless progres- 
sion that would seem to be the most characteristic 
feature of this syndrome. 


UROLOGY 


Treatment of Vesical and Prostatic Carcinoma with 
Atomic Medicine. C. F. Rusche and H. L. Jaffe. 
J. Internat. Coll. Surgeons 31:305-314 (March) 1959 
[Chicago]. 


The authors obtained improved results in the 
treatment of patients with carcinoma of the blad- 
der or of the prostate by using a combination of 
surgical treatment, injection of radioactive colloidal 
chromic phosphate, and external irradiation with a 
radiocobalt (Co*’) bomb. Although this combined 
treatment achieves only palliative benefit in ad- 
vanced stages of the disease, some patients have 
achieved arrest for more than 4 years. In addition 
to high tumor doses being administered without 
untoward effects, this combination of isotopic and 
Co’ bomb therapy enables the therapist to direct 
the treatment accurately to the tissues involved. 
There is minimal damage to the surrounding normal 
tissue, and secondary contracture of the bladder 
is absent. 

In carcinoma of the bladder, clinical classifica- 
tion, based on gross appearance and extent, is 
essential for deciding on the best treatment. If 
stage 1 bladder tumors are too extensive for seg- 
mental resection or if the trigone or outlet is in- 
volved, the authors prefer fulguration and inter- 
stitial implantation of radioactive colloidal chromic 
phosphate. (The isotope, which is prepared from 
radiophosphorus [P **], has a half-life of 14.3 days.) 
This is followed by a full course of external rotation 
Co” therapy if there is subsequent recurrence of 
the tumor. 

For stage 2 tumors, segmental resection is done 
when there is a single infiltrating tumor which 
proves to be resectable. Only when subsequent 
microscopic examination reveals that an inadequate 
amount of surrounding normal mucosa has been 
removed, or when there is evidence of local recur- 
rence, do the authors employ postoperative Co*’ 
bomb therapy. If the tumor is nonresectable, they 
remove the bull of it electrosurgically and ful- 
gurate its base. Then they inject the isotope or 
radon seeds, The Co* bomb is used only if there 
is residual disease after 3 months. When cystoscopic 
examination reveals multiple infiltrating tumors, 
the authors perform open operation and fulgurate 
each tumor to its base after removing the bulk of 
it electrosurgically. Radon seeds or the isotopes are 
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injected at the tumor base, and Co*® bomb therapy 
is used after 3 months if the inspection biopsy is 
positive. 

In stage 3 tumors, when operation reveals that 
the neoplasm is infiltrating and extending through 
the bladder wall into the perivesical fat or into the 
regional lymph nodes, the authors remove the bulk 
of the tumor electrosurgically and fulgurate its 
base. They also remove a lymph node for biopsy. 
In case of lymph node metastases, intensive Co*° 
bomb therapy is given, but interstitial irradiation 
is not used. If there is local recurrence after Co*° 
bomb treatment, a “second look” operation and 
interstitial isotope injection are carried out. Pa- 
tients with stage 4 lesions (distant metastases) are 
given palliative Co®’ therapy. Of 36 patients with 
carcinoma of the bladder, who were treated by this 
technique and followed for almost 3 years, 24 are 
alive, and 12 are dead. Of the surviving patients, 
15 had good results, 3 fair results, and 3 poor re- 
sults, while 3 have been treated recently. Of the 
12 deceased patients, 1 had a good result, 2 fair 
results, and 6 poor results; 3 did not complete the 
treatment. 

In carcinoma of the prostate, radical perineal 
prostatectomy is the treatment of choice for the pa- 
tient with an operable lesion; the combined tech- 
nique of isotopic-surgical therapy and Co*® irradia- 
tion is indicated only for the one with inoperable 
prostatic carcinoma. The authors previously re- 
ported their technique and results with radioactive 
colloidal chromic phosphate in the treatment of 
advanced prostatic carcinoma. Although they were 
impressed with the results from a palliative stand- 
point, there were some patients who required more 
than local injection treatment because of further 
tumor growth. Instead of giving more injections of 
chromic phosphate at 3-to-4-month intervals, the 
authors resorted to Co* bomb rotation therapy, 
and of the 15 patients who received either the com- 
bined treatment or the Co" therapy alone, at least 
two-thirds obtained worthwhile results. 


Spontaneous Rupture of the Bladder. J. R. G. 
Bastable, L. R. De Jode and R. P. Warren. Brit. 
J. Urol. 31:78-86 (March) 1959 [Edinburgh]. 


The authors include under the term “spontaneous 
rupture of the bladder” all cases of sudden vesical 
rupture into the peritoneal cavity or the pelvic 
cellular tissue when there was no injury. This defi- 
nition excludes vesical fistulas into the vagina and 
colon, or through suprapubic scars; rupture follow- 
ing instrumentation, such as cystoscopy, cystodia- 
thermy, or litholapaxy; rupture caused by the intro- 
duction of foreign bodies or by attempts to cause 
abortion; extension of uterine or vaginal tears dur- 
ing parturition; and rupture following ulceration 
due to indwelling urethral catheters. Four patients 
with spontaneous rupture of the bladder were seen 
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at the London Hospital during the last few months, 
and a search through the hospital records since 1900 
revealed 2 further cases. The histories of these 6 
patients are described, together with a review of 
66 cases collected from the literature in the last 25 
years. 

These 72 cases included 66 of intraperitoneal 
rupture, 5 of extraperitoneal rupture, and 1 of com- 
bined intraperitoneal and extraperitoneal rupture. 
All 5 patients with extraperitoneal rupture were 
men. Two of these patients had stricture, one an 
enlarged prostate, and one a vesical papilloma with 
obstruction of the internal meatus; 3 of them re- 
covered, and one died under the anesthetic. The 
5th case of extraperitoneal rupture was due to 
tuberculosis, and the patient died. Of the 66 cases 
of intraperitoneal rupture, 14 occurred in women 
and the remainder in men. The youngest patient 
was 21 years old. All 3 patients with recurrent rup- 
ture were men. With regard to causation, the intra- 
peritoneal ruptures fall into 2 main groups, de- 
pending on whether the rupture was due to a lesion 
of the bladder wall or was caused by overdisten- 
tion of the bladder. There were 28 patients with 
lesions of the bladder; these included 9 with tuber- 
culosis, 5 with carcinoma, 7 with cystitis, 6 with 
scars, and 1 with “lipomatosis.” The 38 patients in 
whom retention was the cause of rupture included 
4 with neurological disorders, such as tabes dorsalis 
or paraplegia, 19 with various forms of urinary ob- 
struction, and 15 in whom the rupture was con- 
sidered to be secondary to a reflex retention. Rup- 
ture usually occurred through the vault of the 
bladder and was small in lesions of the bladder 
wall. 

Diagnosis in spontaneous rupture depends on a 
history of pain and disturbance of micturition and 
the signs of peritonitis. Catheterization and with- 
drawal of blood-stained urine confirm the diagnosis, 
but occasionally the urine is clear. The mortality 
in the series presented was 47% and has not fallen 
during the last 25 years. Carcinoma, tuberculosis, 
and enlarged prostate accounted for two-thirds of 


the deaths. 


Family with Cystic Kidneys and Cystic Liver in 
Several Generations. A. L. @rbeck. Tidsskr. norske 
laegefor. 79:193-195 (Feb. 15) 1959 (In Norwegian) 
[Oslo]. 


Twenty-four cases of cystic kidney in one family, 
both sexes equally represented, are reported. In 4 
cases there was simultaneous cystic liver. The symp- 
tomatology was fairly uniform with acute and 
more or less marked hematuria, at the onset or 
later in the course, and proteinuria, possibly with 
infection of the urinary tract and pyuria, hyper- 
tension and uremia, together with symptoms as the 
result of growth of the tumor. The clinical course 
of the disease seems to be fairly uniform and grad- 
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ually leads to death from uremia, if expansion of 
the renal tumor or intercurrent diseases do not ad- 
vance the course. Transmission is apparently abio- 
trophic dominant. The disease may be latent for 
many years or manifest itself late in a tissue which 
was hitherto normal. 


INDUSTRIAL MEDICINE 


Chelating Agents in the Therapy of Beryllium 
Poisoning. R. Cash, R. I. Shapiro, $. H. Levy and 
S. M. Hopkins. New England J. Med. 260:683-686 
(April 2) 1959 [Boston]. 


The authors studied the effect of edathamil 
(ethylenediaminetetraacetic acid [EDTA]) on the 
renal excretion of beryllium in 2 patients with 
proved beryllium pneumoconiosis. The causative 
agent was found by spectrographic analysis of pul- 
monary parenchyma obtained by lung biopsy. Both 
patients had been exposed to beryllium for varying 
periods during their employment. Both had mod- 
erate to marked pulmonary insufficiency. Trisodium 
edathamil was slowly infused intravenously in con- 
centrations of 0.5 to 1.0 Gm. dissolved in 1,000 ce. 
of 5% dextrose in water. The drug was administered 
intermittently over a 3-day period. The first patient 
received a total dose of 2.8 Gm., and the second 
patient a total dose of 3 Gm. during this period. On 
the 4th day of therapy the second patient received 
a total dose of 3 Gm. of calcium edathamil. Twenty- 
four-hour or 48-hour samples of urine were col- 
lected and analyzed for beryllium content with the 
aid of a mass spectrograph. 

The results showed that edathamil therapy in- 
duced a definite increase in the renal excretion of 
beryllium. This increase was observed in the total 
daily excretion as well as in the concentration per 
liter of urine. Calcium edathamil was found to have 
a similar effect as trisodium edathamil. Edathamil, 
a polyamino carboxylic acid, forms a water-soluble, 
relatively un-ionizing chelate with polyvalent ca- 
tions and has been shown to cause marked increase 
in the excretion of heavy metals, without the usual 
toxicity associated with reaction of the metal ion 
with body tissues. It is suggested that long-term 
intermittent therapy with a chelating agent such as 
edathamil may so deplete the body stores of baryl- 
lium ion that the clinical course or progress of the 
disease may be favorably affected. 


Tale Pneumoconiosis. A. O. Seeler, J. S. Gryboski 
and H. E. MacMahon. A. M. A. Arch. Indust. 
Health 19:392-402 (April) 1959 [Chicago]. 


The authors report clinical and postmortem ob- 
servations on 2 men, aged 73 and 70 years, with 
tale pneumoconiosis who worked for about 25 years 
as “lay-up” men in a factory manufacturing rubber- 
coated cable. Their work was to stand near the 
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machines that coated the cables with rubber and 
coil the freshly coated cable into pans that were 
filled with talc. It was the practice to shovel a layer 
of tale into each pan and then coil the wire on this 
layer. As soon as a coil of wire was laid in the pan, 
tale was shoveled on in preparation for the next 
layer of cable. Although dust counts were not 
available for the period of years that the men 
worked with talc, the work created a great deal of 
tale dust, and there was no ventilation, so dust 
counts would have been very high. The autopsy 
findings in both patients were similar and showed 
the pattern of a chronic, crippling, progressive dis- 
ease of the lungs by scar tissue, injury, and destruc- 
tion of blood vessels, dilatation of bronchi and 
alveoli, and slighter degrees’ of fibrosis and atelec- 
tasis throughout the rest of the lung. The presence 
of large quantities of doubly refractile needle- 
shaped particles in the area of fibrosis would ap- 
pear to be the causative factor responsible for this 
particular form of pneumoconiosis. Although the 
lungs of both patients showed extensive fibrosis, 
this did not show a specific pattern that might be 
of diagnostic value. In neither case were the classic 
laminated nodules observed. 


THERAPEUTICS 


Placebos in the Evaluation of Treatment in Rheu- 
matic Diseases. E. F. Traut and E. W. Passarelli. 
illinois M. J. 115:181-183 (April) 1959 [Chicago]. 


Four hundred twenty-six patients with various 
rheumatic diseases, such as rheumatoid arthritis, 
degenerative arthritis, psoriatic arthritis, and shoul- 
der syndromes, were given placebo tablets for 4 
weeks or less. Those patients who did not respond, 
or ceased to respond, to placebos in tablet form 
were given hypodermic injections of 1 cc. of an 
isotonic solution of sodium chloride at weekly 
visits for 4 weeks or less. Of the 426 patients, 226 
were relieved for significant periods by placebo 
tablets. Of the remaining 200 patients, 114 were 
relieved by injections of saline solution. Thus, 340 
of the 426 patients responded favorably to placebo 
therapy. 

Fluctuation of the clinical manifestations of the 
chronic forms of these rheumatic diseases is axio- 
matic. Their principal symptom is pain, a function 
of the cerebrum, which is influenced by many 
factors. In all chronic illnesses, including rheumatic 
disorders, the psyche plays an important role, af- 
fecting favorably or unfavorably the course of the 
disease, even deciding its outcome or its inception. 
Thus, the use of placebo medications seems justi- 
fied. The number of rheumatic patients found to 
benefit from such medications is about the same as 
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the number favorably influenced by any or all the 
methods of therapy reported in other studies. This 
was evident in sufficient degree and in a large 
enough group of patients to justify the continuance 
of placebo therapy. The number of patients bene- 
fited did not seem to be essentially altered by re- 
sorting to salicylates or even to cortisone. 


Current Status of Amphotericin B in the Treatment 
of the Systemic Fungus Infections. V. D. New- 
comer, T. H. Sternberg, E. T. Wright and R. M. 
Reisner. J. Chron. Dis. 9:353-374 (April) 1959 [St. 
Louis]. 


Promising laboratory studies with Amphotericin 
B, a new polyene antifungal antibiotic, prompted 
the authors to report on 22 patients with various 
systemic mycoses, who were treated with that drug 
either under direct observation or in cooperation 
with other physicians. The ages of the patients 
ranged from 2% to 62 years. They were followed 
up after treatment for periods varying from 5 
months to 2 years. Fourteen of the 22 patients had 
coccidioidomycosis; 5, cryptococcosis; 1, North 
American blastomycosis; 1, candidiasis; and 1, my- 
cetoma. Five of the 14 patients with coccidioido- 
mycosis had coccidioidal meningitis. Three of these 
5 patients improved clinically, but the titer of their 
complement-fixation tests for coccidioidomycosis 
showed no essential change. Two of these patients 
remained clinically improved over 4-month and 
5-month follow-up periods, while the third patient 
had a relapse 7 months after treatment. One pa- 
tient was lost to follow-up, and the 5th patient died 
after 7 weeks of treatment. Six of the remaining 
9 patients with disseminated coccidioidomycosis 
showed clinical evidence of improvement while 
under direct observation. This included an early 
increased feeling of well-being, improved appetite, 
gradual weight gain, increased strength, decreased 
fever, stabilization, reduction in size, or complete 
resolution of pulmonary infiltrates, healing of drain- 
ing sinuses, and partial or complete healing of 
cutaneous lesions. Of the 5 patients with crypto- 
coccic meningitis, 3 showed moderate to marked 
clinical improvement. The spinal fluid cultures re- 
mained negative, pleocytosis returned toward nor- 
mal, and the spinal fluid sugar and hydrodynamics 
reverted toward normal; however, some abnormali- 
ties still existed in the spinal fluid. Two patients 
with cryptococcic meningitis died; one had re- 
ceived Amphotericin B orally in doses of 16 Gm. 
a day for a total period of 16 days. The drug had 
a beneficial effect on the patient with North Ameri- 
can blastomycosis and on the patient with candidia- 
sis, but the condition of the patient with mycetoma 
did not improve. 
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Results revealed that Amphotericin B is poorly 
absorbed from the gastrointestinal tract and that, 
when given orally, the drug failed in the majority 
of cases to influence appreciably the clinical course 
of any of the systemic mycoses, even when it was 
administered in large doses over long periods of 
time. However, intensive oral therapy with Ampho- 
tericin B should be given a fair trial in patients for 
whom intravenous therapy is not possible. The drug 
has been well tolerated in oral doses ranging from 
8 to 12 Gm. a day, and one patient tolerated doses 
as high as 16 Gm. a day. The intravenous route has 
appeared to be the more satisfactory method of 
administering Amphotericin B. In the adult the 
optimal dosage is in the range of 0.7 to 1.4 mg. per 
kilogram daily over a period ranging from 2 weeks 
to 4 months. Evidence has indicated, though, that 
the drug is better tolerated and is equally effective 
in the same dosage level when administered on 
alternate days. The initial dose should be in the 
range of 5 to 10 mg. a day, with increments of 5 to 
10 mg. depending upon the reaction of the patient. 
A persistent drop in the hematocrit has been 
observed in some patients. It is, therefore, recom- 
mended that appropriate hematological, liver-func- 
tion, and renal-function studies be performed on 
all patients who receive prolonged treatment with 
Amphotericin B. 


A New Antituberculous Medicament: Alpha-Ethyl- 
Thioisonicotinamide or 1314 Th: Experimental 
Bases of Its Clinical Utilization. N. Rist, Miss F. 
Grumbach and D. Libermann. Presse méd. 67:625- 
626 (March 28) 1959 (In French) [Paris]. 


Alpha-ethyl-thioisonicotinamide, also known as 
ethioniamide or 1314 Th, is as active against tuber- 
cle bacilli resistant to isoniazid as it is against 
normal tubercle bacilli. Its experimental activity lies 
between those of isoniazid and streptomycin; con- 
sequently, it can be used to replace these drugs in 
all cases in which the bacilli have become resistant 
to either or both. The appearance of isoniazid 
resistance can be avoided by the administration of 
ethioniamide and isoniazid in association. The fact 
that both these drugs can be given orally will make 
this combination easier to administer than those of 
isoniazid and PAS or isoniazid and streptomycin. 

Laboratory studies show that resistance to ethio- 
niamide alone develops as rapidly as resistance 
to isoniazid. Clinicians who wish to use ethionia- 
mide to obtain not merely transient improvement 
in functional symptoms but rather definitive sterili- 
zation of the sputum should keep this danger con- 
stantly in mind and should prescribe it only in 
association with one, or better still two, other anti- 
tuberculous drugs that are still active against the 
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patient’s bacilli. The choice of the drug or drugs 
to be used in such an association presupposes a 
thorough study of the sensitivity of the bacilli to 
all antituberculous drugs. Such drugs are usually 
given in combinations, and in vitro studies may 
provide an agreeable surprise by showing that the 
bacilli are still sensitive to one of the drugs that 
has already been given in a combination to which 
resistance has apparently developed. 

The general rule that the best antituberculous 
drugs are poor antileprous drugs, and vice versa, 
does not seem to apply to ethioniamide. Early trials 
of isonicotinic thioamide without the ethyl group 
in the alpha position (3264 Th) apparently pro- 
duced encouraging results, and it is reasonable to 
suppose that ethioniamide, which is 4 times as 
effective as the unmodified substance against Myco- 
bacterium tuberculosis, will also be more effective 
against the bacilli responsible for leprosy (Hansen's 
disease). 


Chlorothiazide. C. Laroche and A. Nenna. Presse 
méd. 67:549-551 (March 21) 1959 (In French) [Paris]. 


Chlorothiazide is a sulfonamide and a carbonic 
anhydrase inhibitor, with diuretic properties quite 
like those of the mercurial diuretics, except that it 
has no toxic effect on the renal cells. A second ad- 
vantage possessed by chlorothiazide over other 
substances that act directly on the renal tubules is 
that it does not provoke acidosis or massive calcium 
excretion, and this makes it more manageable than 
acetazolamide. It comes in 0.5 Gm. tablets, to be 
taken by mouth, and the usual dose is from 1 to 2 
Gm. daily, given in from 2 to 4 divided doses. In- 
travenous administration is also possible, but the 
results are apparently no better than when the oral 
route is used. 

Cardiac edema provides the principal indication 
for chlorothiazide. The diuretic effect usually ap- 
pears 2 or 3 hours after the drug is taken. The 
action of digitalin seems to be favored by chlorothi- 
azide, but clinical and electrocardiographic signs 
of digitalis intoxication may appear rapidly. These 
complications can be explained by a drop in the 
potassium level in the blood. Digitalis should, there- 
fore, be used in moderate doses; its effect should 
be closely watched; and the patient should be given 
from 1 to 4 Gm. of potassium chloride a day by 
mouth. Special care must also be taken in prescrib- 
ing chlorothiazide for cardiac patients presenting 
signs of renal insufficiency with azotemia. Slight 
albuminuria and moderate hyperazotemia are not 
contraindications to the use of chlorothiazide; in- 
deed, the renal signs may even improve under 
chlorothiazide treatment if they are related to the 
cardiac insufficiency, but the azotemia must be 
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watched because it may rise rapidly. Other patients 
in whom chlorothiazide must be used with caution 
are those with cirrhosis: the results are usually 
mediocre, and the complications may be severe. 

Chlorothiazide is effective in certain nephrotic 
syndromes without hyperazotemia and in edema 
of pregnancy, but in patients with renal insuffi- 
ciency it is dangerous and does little to increase 
diuresis. Patients with hypertension are sometimes 
helped by treatment with chlorothiazide. Its hypo- 
tensive effect is very inconstant when it is used 
alone, but when it is associated with other hypo- 
tensors it potentiates their action, especially in 
patients who have undergone sympathectomy. The 
mechanism by which this hypotensive effect is pro- 
duced is uncertain, but the predominant, if not the 
exclusive, part in it seems to be played by increased 
sodium excretion. 


Vitamin B,. Absorption in Pernicious Anemia: In- 
vestigations of Defect in Vitamin B,, Absorption 
Induced After Long-Continued Treatment with 
Some More Recent Combination Preparations. M. 
Schwartz, P. Lous and E. Meulengracht. Ugesk. 
laeger 121:353-363 (March 5) 1959 (In Danish) 
[Copenhagen]. 


The blockade in vitamin B,, absorption due to 
peroral treatment with preparations of type B,» plus 
swine pylorus mucosa has been confirmed in a large 
amount of material. The blockade phenomenon is 
frequent and often occurs after a few months’ treat- 
ment. Vitamin B,, bound to swine pylorus mucosa 
is poorly resorbed, even if homologous intrinsic 
factor is present. Changes in the intestinal flora 
apparently cannot explain the blockade. It is a new 
phenomenon dependent on the new type of oral 
preparations. 


Triamcinolone Myopathy. R. S. Williams. Lancet 
1:698-701 (April 4) 1959 [London]. 


The synthetic hormone, triamcinolone, appears 
to be slightly more potent than predr.isolone, and 
does not cause sodium retention. There is also 
evidence that triamcinolone is less likely than its 
precursors to induce peptic ulceration. Several side- 
effects have been noted, which have not been seen 
with other steroids. Headache, drowsiness, post- 
prandial flushing, anorexia, and progressive loss of 
weight have been reported, but the most serious 
has been muscle weakness. The author presents 3 
patients in whom muscle weakness was observed 
after triamcinolone therapy. Muscle biopsy was 
performed on 2 of them and showed widespread 
muscle damage. Electromyographic evidence of a 
primary muscle-fiber lesion was observed in all 3 
patients. 
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In 2 of the patients weakness first appeared 
within 3 weeks of commencing triamcinolone ther- 
apy, and muscle power improved rapidly when 
prednisolone in equivalent dosage was given. In 
the third patient the weakness could be attributed 
to an exacerbation of the underlying disease, but 
its time of onset, the similarity of the clinical pic- 
ture, and the absence of other evidence of deteri- 
oration strongly suggested that it was caused by 
triamcinolone. Though muscles of the shoulder 
girdle were affected, the weakness was greatest in 
those of the trunk and pelvic girdle. This proximal 
muscle syndrome closely resembles that seen in the 
muscular dystrophies and in those myopathies (pre- 
sumed to be of metabolic origin) which may 
complicate thyrotoxicosis and carcinoma. The myo- 
pathic origin of the weakness was supported in 
cases 1 and 2 by the preservation of the tendon 
reflexes and the absence of sensory loss. In case 3 
the picture was complicated by neurological signs 
of long standing. 

In metabolic studies it was demonstrated that 
the nitrogen balance was similar on triamcinolone 
and on prednisolone therapy. The effect of the 2 
steroids on calcium excretion also appeared to be 
much the same, and the serum electrolytes (includ- 
ing serum magnesium) were within normal range 
throughout. The author directs attention to the 
similarity between this myopathy and that induced 
in rabbits with massive doses of cortisone. He sug- 
gests that the different molecular structure of 
triamcinolone may potentiate this particular effect, 
and myopathy may thus occur with much smaller 
doses. 


Reversible Amytrophy Complicating Treatment 
with Fludrocortisone. K. MacLean and P. H. Schurr. 
Lancet 1:701-703 (April 4) 1959 [London]. 


The authors present the history of a 49-year-old 
woman in whom severe hypotension developed 
after surgical removal of a craniopharyngioma. 
Fludrocortisone, thyroid extract, vasopressin, and 
other preparations were required to counteract the 
hypotension, diabetes mellitus, and other postoper- 
ative conditions. After treatment with fludrocorti- 
sone had been continued for about a year, the 
patient noticed progressive muscular paralysis, 
especially unsteadiness in her legs. The muscular 
paralysis improved dramatically on withdrawal of 
the fludrocortisone, and progressive recovery fol- 
lowed. It is suggested that, in view of the cases of 
muscular weakness reported with triamcinolone 
(9-alpha-fluoro-16-hydroxyprednisolone), the pres- 
ence of a fluorine atom in the 9-alpha position in 
the steroid nucleus may be responsible for this 
complication. 
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Hydrochlorethiazide, A New Saluretic. ]. Zatuchni, 
W. King and M. Resinski. Am. J. M. Sc. 237:479-487 
(April) 1959 [Philadelphia]. 


Hydrochlorothiazide, the 3,4-dihydro derivative 
of chlorothiazide (the 3,4-double bond in the hetero- 
cyclic ring of chlorothiazide being saturated by 2 
hydrogen atoms), was administered orally to 15 
patients. In the experimental animal this compound 
produces a marked increase in the excretion of 
sodium and chloride, with relatively little increase 
in the excretion of potassium. The patients to whom 
the drug was given were all, but one, males and 
ranged in age from 37 to 78 years. Ten patients 
had coronary artery disease; 5, benign essential 
hypertension; one, cirrhosis and nutritional heart 
disease; one, phlebitis and metastatic prostatic car- 
cinoma; one, arteriosclerosis of the aorta; and one, 
aortic stenosis. Eleven patients showed cardiac en- 
largement of variable degree. Cardiac failure, ob- 
vious or latent, was present in 6. 

Dietary sodium was limited to 200 mg. daily, and 
a liberal fluid intake was encouraged for the pa- 
tients in this series. The dose of hydrochlorothiazide 
was almost always 50 mg. 4 times daily; in one 
patient, however, it was 100 mg. and in another 
25 mg. 4 times daily. The drug was given over a 
period of 2 to 24 days for a total of 145 patient-day 
observations. After treatment, 12 of the 15 patients 
showed a decrease in body weight, varying from 
one-half to 14 Ib. (0.23 to 6.4 kg.) and averaging 
4%2 lb. (2 kg.). The remaining 3 patients showed an 
increase, varying from one-half to 1'2 Ib. (0.23 to 
0.7 kg.) and averaging 0.8 Ib. (0.4 kg.). The greatest 
loss of weight occurred among those with edema. 
Except for occasional weakness no symptoms were 
observed in patients who lost weight. Rather, there 
was frequently a sensation of euphoria, because 
breathing was much improved. Control blood pres- 
sure persistently exceeded 90 mm. Hg diastolic in 
3 patients; 2 of them, who had lost 3 and 14 |b. 
(1.3 and 6.4 kg.) of body weight, respectively, be- 
came normotensive, and one showed no change 
after the treatment. 

Serum concentration of sodium and _ chloride 
dropped markedly in 2 patients; in one of them a 
fall in serum concentration of potassium was also 
observed. Both these patients returned to normal 
when the drug was withdrawn and a regular diet 
was instituted. No changes were observed on elec- 
trocardiographic examination, with the exception 
of one patient in whom prominent U waves de- 
veloped. This change, however, could have been 
due to underlying myocardial disease, for the serum 
concentrations of electrolytes were normal and 
there was no weight loss. The authors believe that 
hydrochlorothiazide, like chlorothiazide, is an anti- 
hypertensive but not a hypotensive agent and that 
it may produce hyponatremia, hypochloremia, 
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hypokalemia, and hyperuricemia. The maximal 
dose of hydrochlorothiazide appears to be 200 mg. 
daily. 


The Association of a Synthetic Anabolic Compound, 
4-Chloro-Testosterone Acetate, with Prednisone in 
the Treatment of Hepatic Cirrhosis of the 
Morgagni-Laennec Type with Ascites. A. Bisaro, 
M. Casasola, C. Milesi and R. E. Genero. Minerva 
med. 50:449-459 (Feb. 14) 1959 (In Italian) [Turin, 
Italy]. 


The effect of 4-chloro-testosterone acetate, a syn- 
thetic derivative of testosterone, combined with 
prednisone, on 6 patients with hepatic cirrhosis of 
the Morgagni-Laennec type is described; the pa- 
tients included 2 women and 4 men who ranged in 
age from 28 to 74 years. Ten days before the treat- 
ment, and until its end, the patients were put on a 
diet high in proteins and sugar and low in fats and 
totaling 2,470 calories per day. Prednisone was 
given by mouth in a dose of 30 mg. per day, divided 
into 3 subdoses, and 4-chloro-testosterone acetate 
was given intramuscularly in a dose of 50 mg. per 
day. With time the prednisone dosage was reduced 
to 10 mg. per day. Two patients, in very poor con- 
dition, died after a slight clinical improvement 
shown at the beginning of the treatment. The re- 
maining 4 patients derived a noticeable benefit 
from the treatment; their body weight increased, 
their strength returned, and their general condition 
improved. Laboratory tests showed that diuresis 
had increased, ascites and edema had disappeared, 
the balance of minerals had become normal, bili- 
rubinemia had decreased, cholesterol level had re- 
mained unchanged, and nitrogen had become posi- 
tive. A tendency toward normal of the electro- 
phoretic curve was observed. 


Comparative Experimental Investigations on New 
Sulfonamides with Diuretic and “Salt-Diuretic” 
Effect. J. J. Chart, A. A. Renzi, W. Barrett and 
H. Sheppard. Schweiz. med. Wehnschr. 89:325-331 
(March 21) 1959 (In German) [Basel, Switzerland]. 


The authors survey the different groups of diu- 
retics available today, such as digitalis glycosides, 
diuretics acting by osmosis, substances that induce 
acidosis, xanthine diuretics such as caffeine, theo- 
bromine, and theophylline, mercurial diuretics, in- 
hibitors of carbonic anhydrase, and others. The 
discovery of chlorothiazide represented a great 
advance in the field of diuretics. Its natruretic 
effect is as great as that of orally administered 
mercurial diuretics, and, in addition, it increases 
the elimination of chloride, potassium, and bicar- 
bonate. The discovery of the diuretic effect of 
chlorothiazide and the well-known antibacterial 
and antidiabetic effects of related substances dem- 
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onstrated the wide functional spectrum of the 
sulfonamides. In the course of chemical and phar- 
maceutical studies in their laboratory, the authors 
discovered new diuretics of high potency. 

In studies on about 125 heterocyclic sulfona- 
mides, hydrochlorothiazide was found to be the 
most potent diuretic. Tests on rats and dogs showed 
that under certain experimental conditions hydro- 
chlorothiazide was not only up to 21 times as potent 
as chlorothiazide but its action was also of longer 
duration. In rats hydrochlorothiazide inhibited the 
effect of vasopressin, reserpine, syrosingopine 
(Singoserp), and adrenalectomy on renal function. 
It also inhibited the sodium-retaining effect of 
desoxycorticosterone acetate and aldosterone and 
enhanced the natruretic action of prednisolone. Its 
diuretic effect could be demonstrated even in dogs 
with experimental ascites, which is usually refrac- 
tory to drugs. In addition, hydrochlorothiazide dis- 
played antihypertensive properties in a certain form 
of experimental hypertension known as “adrenal 
regeneration hypertension.” On the other hand, it 
had no influence on high blood pressure induced 
by hydrocortisone. Hydrochlorothiazide had no 
demonstrable effect on the gastrointestinal tract. 
The degree of carbonic anhydrase inhibition pro- 
duced by hydrochlorothiazide in vitro was only 
about one-ninth that produced by chlorothiazide 
and, therefore, is not likely to be of any significance 
in the diuretic action in vivo. 

These results in animal experiments were corrob- 
orated by clinical results. Not only was the natru- 
retic effect of hydrochlorothiazide found to be 21 
times as great as that of chlorothiazide, but it was 
also found to have hypotensive effects in human 
subjects. The authors conclude that hydrochloro- 
thiazide is a new diuretic and “salt-diuretic” which 
is highly effective by mouth and has a low toxicity. 
It differs qualitatively and quantitatively from all 
other diuretics known so far, and these differences 
can be regarded as advantages in its clinical use in 
the various indications for diuretic drugs. 


PATHOLOGY 


Hyperthyroid Crisis: Clinical and Pathological 
Study of Two Cases. J. M. Cervino, A. Navarro, 
J. Maggiolo and others. An. Fac. med. Montevideo 
43:166-176 (Sept.-Dec.) 1958 (In Spanish) [Monte- 


video, Uruguay]. 


Two women, 33 and 40 years old, respectively, 
with diffuse exophthalmic goiter were hospitalized 
in the Hospital of the University of Montevideo. 
In both cases the goiter was large and with intense 
thrill. In the younger patient acute symptoms of 
hyperthyroidism appeared 3 months before the 
consultation. The treatment then consisted of 
Lugol’s solution, in daily dosage of 10 drops, which 
since it did not modify the symptoms was discon- 
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tinued on hospitalization. An unexpected hyper- 
thyroid crisis developed on the 7th day after 
admission. It progressed rapidly, with mental con- 
fusion, violent tachycardia, fever, vomiting, and 
dyspnea complicated by a genital hemorrhage and 
bilateral pneumonia. The symptoms did not re- 
spond to treatment, consisting of sedatives, iodine, 
cortisone, and the parenteral administration of 
liquids, and the patient died 6 days after com- 
mencement of the crisis. In the older patient hyper- 
thyroidism had lasted for a year and a half. Early 
in the course of the disease the patient was treated 
with radioiodine (I'*’) in a total dosage of 10,000 yc. 
As a result of this treatment the symptoms were 
nearly under control, but the size of the goiter was 
not modified. On admission, the patient was given 
Lugol’s solution, in daily. dosage of 15 drops, as 
preoperative treatment for a thyroidectomy. Dur- 
ing the first 20 days of this treatment she lost 10 kg. 
22 Ib.) in weight. A hyperthyroid crisis developed 
on the 20th day, with vomiting, diarrhea, fever, 
anxiety, and general diffuse pruritus. The symptoms 
did not respond to treatment with cortisone and 
other medicaments used in the first case, and the 
patient died 12 days after the crisis started. 

In both patients the hyperthyroid crisis appeared 
suddenly and without any apparent cause. Fever 
was high, but the patients did not perspire. Find- 
ings on autopsy consisted of thymolymphatic hyper- 
plasia in one patient and subinvolution of the 
thymus in the other. Degeneration of the liver and 
atrophy of the suprarenal cortex were found in 
both patients. The authors believe that there is a 
relationship between the hyperthyroid crisis ex- 
hibited by the patients and the thymic, hepatic, and 
suprarenal lesions found at autopsy. Discontinua- 
tion of iodine treatment in the course of thyro- 
toxicosis in one patient and administration of the 
drug to the other after subsidence of the symptoms 
may have acted as causal factors in rapid aggrava- 
tion of the visceral lesions which resulted in de- 
velopment of the hyperthyroid crisis. 


Chordoma. E. Mauritzen, P. M. Christiansen and 
F. Zachariae. Nord. med. 61:368-371 (Feb. 26) 1959 
(In Danish) [Stockholm]. 


Chordoma is a rare, histologically well-character- 
ized tumor which occurs along the axial skeleton, 
most often at the base of the cranium and in the 
sacral region, growing slowly, expansively, and in- 
vasively. Cranial chordomas usually appear at the 
age of 30 to 40, and sacral chordomas at the age 
of 50 to 60, but the tumors may occur at any age 
and are twice as frequent in men as in women. The 
cause is unknown; etiological significance has been 
ascribed to trauma. The tendency to metastasis is 
slight. Subjectively and objectively, the cranial 
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forms give the same symptoms as other intracranial 
tumors with the same localization. In the vertebral 
tumors the first and most frequent symptom is 
backache; later there are motor and sensory dis- 
turbances due to pressure on the nerve roots and 
medulla. The initial symptom in the sacral tumors 
is most often vague and intermittent pain in the 
anal region; in the final stages the pain may be 
more violent and almost intractable. The chordoma 
shows all transitions, from torpid to fulminant 
course, and the degree of malignancy can appar- 
ently not be judged on the basis of the histological 
picture. By its growth the tumor causes bone de- 
struction, seen roentgenologically as clarifications 
with sharp contours. In the cranium ventriculog- 
raphy and in the spinal column myelography can 
often reveal the tumor. The sacral tumors can 
sometimes be recognized only on rectal exploration 
when they are small and presacral. 

Preoperative diagnosis of chordoma depends on 
histological examination. Biopsy, best by aspiration, 
can be undertaken only with tumors in the sacral 
region or in the nasopharynx. Macroscopically the 
tumor is rounded or lobulated, voluminous, firm, 
and grayish white. On cross section, it is seen to be 
gelatinous, semitransparent, sometimes containing 
cysts with mucoid substance. Hemorrhages and 
necrosis in the tumor are common. The microscopic 
picture is typical. Treatment is surgical. Radical 
excision is practically never feasible in cases with 
sphenoccipital localization. In the sacral cases lami- 
nectomy should be performed with resection as 
high as possible; sacral nerves II and at all events 
one sacral nerve I must be left. The intervention 
must be attempted even with small tumors. Recur- 
rence in the course of months and death in the 
course of years are the rule. On recurrence, excision 
must be repeated; cases with repeated excisions 
through a period of years are not uncommon. 
Where extirpation is impossible, roentgen-ray treat- 
ment may lessen, sometimes stop, the pain for a 
time. Usually patients do not seek medical aid until 
2 or 3 years after the first symptoms appear. Two 
cases of cranial and 3 of sacral chordoma are de- 


scribed. 


Involvement of the Liver in the Course of Diseases 
of the Kidney. A. Vercellone, P. F. Angelino, 
I. Oddone and F. Linari. Minerva med. 50:475-482 
(Feb. 17) 1959 (In Italian) [Turin, Italy]. 


The pathological involvement of the liver during 
the progressive stage of certain diseases of the kid- 
ney was studied in 58 patients who were free from 
a primary disorder of the liver. Acute or subacute 
glomerulonephritis was present in 11 patients, 
chronic glomerulonephritis in 25, polycystic kidney 
in 3, kidney disease of urologic origin in 11, and 
acute anuric tubular disease in 8. Enlarged liver 
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was found in 38 instances (66%); the single hepatic 
flocculation test was positive for involvement of the 
liver in 22 patients (55%), and the multiple hepatic 
flocculation test was positive in 18 (31%). Alteration 
of the protein composition, being limited to al- 
bumin and globulins only, was observed in 28 of 
the 50 examined patients (56%); alteration of the 
prothrombin time was observed in 8 of the 23 
examined patients (28%). Bilirubinemia values were 
found to be normal in all instances. 

The incidence of enlarged liver was high and 
uniformly distributed among all patients regard- 
less of the severity of the kidney’s lesion. Hepatic 
flocculation tests revealed involvement of the liver 
at a higher degree among patients with acute 
glomerulonephritis than among those with other 
kidney diseases; these tests also had a prognostic 
value in the sense of reflecting the progressive 
course of the disease rather than the extent of the 
produced damage. Alteration in the flocculation 
tests was observed in less degree among patients 
with chronic glomerulonephritis. Protein composi- 
tion was altered to almost the same extent, as the 
result of flocculation tests, in patients with acute 
glomerulonephritis, and to a greater extent in those 
with chronic glomerulonephritis. The anatomico- 
pathological control of clinical and functional find- 
ings was limited to the few instances in which 
autopsy was performed; there seemed to be re- 
vealed a higher incidence of liver involvement than 
the clinical and functional examinations indicated. 
This investigation has thus suggested the patholog- 
ical involvement of the liver in patients with certain 
diseases of the kidney. 


PHYSIOLOGY 


The Use of Methionine, Pyridoxine and Unsaturated 
Fatty Acids in Coronary Atherosclerosis. P. E. 
Lukomsky. Sovet. med. 23:14-21 (no. 3) 1959 (In 
Russian) [Moscow]. 


The author studied the action of methionine, 
pyridoxine, and unsaturated fatty acids on the in- 
dexes of lipid and protein exchange in patients 
with coronary atherosclerosis. Methionine was em- 
ployed in a daily dose of 6 Gm. for 20 days. The 
dosage of pyridoxine was 50 to 100 mg. daily for 
10 to 20 days. Unsaturated fatty acids were used 
in a mixture with ethyl ethers of linoleic and lino- 
lenic acids (20 ml. a day for 20 days). Administra- 
tion of the above agents produced in the majority 
of patients a reduction in the blood cholesterol 
level, a rise in the lecithin content, an increase in 
the lecithin cholesterol correlation, and a drop in 
the beta-lipoprotein fraction. The total quantity of 
blood proteins did not undergo any noticeable 
change. The albumin content increased slightly, 
while the globulin fractions decreased. 
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BOOK REVIEWS 


The Physician and Group Practice. Edited by Edwin P. 
Jordan, M.D. Cloth. $6.75. Pp. 238. Year Book Publishers, 
Inc., 200 E. Illinois St., Chicago 11, 1958. 


Since World War II group practice has become 
a subject of widespread interest and discussion. 
Despite this, there have been few really useful 
publications on the subject. This book fills the void. 
It is biased in favor of groups, but that is what is 
intended and this enhances its value. In spite of 
this bias, arguments for and against groups are 
ably brought out. Starting with a brief, but perti- 
nent, historical chapter, the reader is led through 
a series of interesting and useful discussions of 
practicaily all of the topics concerning group prac- 
tice. The various forms of group structure are dis- 
cussed and evaluated in a meaningful way. How to 
start a group and whether to join one are questions 
that are explored in a helpful manner. Problems 
encountered in groups, benefits gained from them, 
steps to take in solving problems, and methods of 
working through difficulties encountered are all 
explored and discussed from experience. 

The chapters directed to the physician contem- 
plating joining a group are especially good. Guides 
for evaluating one’s own personality and how it 
might fit into a group practice are presented. Cer- 
tain points are made about how a group works, 
about interrelationships of members in a group, 
and personal satisfaction which can be gained 
through group practice that could help crystallize 
one’s thoughts in favor of group practice. The con- 
stant source of stimulation and education that can 
be derived through association with colleagues in 
an informal and formal manner in a group clinic 
may appeal to many physicians. On the other hand, 
certain drawbacks should be carefully considered. 
The chance to advance one’s income in an out- 
standing way is seldom found in a group clinic 
since income distribution is rarely contingent on 
bookings alone. Also the opportunity to forge ahead 
and fulfill a strong desire for personal recognition 
is not as readily available as in private practice. A 
group situation is not the best one for a “rugged 
individual,” a man who thrives on competition, or 
one who wishes to be self-employed. Of necessity, 
a certain amount of cooperation and harmony must 
be achieved to promote a successful clinic. These 
are all factors to be considered and evaluated 
when contemplating association with a group, and 
many more are found in this book. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


For the group already established there are 
several chapters which should prove useful. Dis- 
cussions on internal problems encountered and vari- 
ous solutions to these problems are described. In- 
come distribution is discussed, and suggestions as 
to effective ways of solving this problem are 
pointed out. The business side of the clinic is dealt 
with in detail. These discussions are all by men 
who are well qualified in their respective fields. 
Nonessentials have been eliminated and the dis- 
cussions are brief and to the point. The book is 
well written and the style is conducive to easy 
reading. From the first chapter, in which a brief 
history is found, to the last chapter, which covers 
the relationship of the clinic and the individual 
staff member to the community, the reader finds a 
comprehensive discussion and helpful suggestions. 


Treatment of Cancer and Allied Diseases. Volume III: 
Tumors of the Head and Neck. By seventy authors. Edited 
by George T. Pack, M.D., F.A.C.S., and Irving M. Ariel, 
M.D., F.A.C.S. Second edition. Cloth. $30. Pp. 781, with 
1028 illustrations. Paul B. Hoeber, Inc. (medical book de- 
partment of Harper & Brothers), 49 E. 33rd St., New York 
16, 1959. 


The authors of this volume, which is part of a 
series of nine volumes now going into its second 
edition, hail chiefly from the United States and 
Canada, but include a number from other centers 
throughout the world. Most of the names are widely 
known and respected by those interested in this 
field. 

This volume consists of seven sections divided 
into 52 chapters. It would be difficult to praise it 
too highly. Elegantly prepared, lavishly and beau- 
tifully illustrated, it is what it claims to be, an 
authoritative statement of today’s treatment of 
tumors of the head and neck. It should be useful 
for a long time to come. 


Burns: Pathology and Therapeutic Applications. By Simon 
Sevitt, M.D., M.Sc., M.A. Cloth. $7.50, 37s. 6d. Pp. 364, with 
85 illustrations. Butterworth & Co. (Publishers) Ltd., 88 
Kingsway, London, W. C. 2, England; 1367 Danforth Ave., 
Toronto 6, Canada, 1957. 


In this volume the author deals primarily with 
the clinical pathology of burns and, where possible, 
correlates in a most comprehensive manner the in- 
terrelationship of physiological derangements, the 
clinical findings, and therapy. Major emphasis is 
placed on organs and systems consistently involved 
in pathological processes secondary to burns. The 
bibliography is chosen with care to include only re- 
ports that have a definite impact on the subject. 
The illustrations and charts are excellent and ade- 
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quately explained. The mortality of severe burns 
has not improved in the past 10 years. Attempts to 
favorably alter statistics have been confined in the 
most part to improvement or, at least, change in 
therapy. For the first time an author has ap- 
proached the impasse by reviewing known patho- 
logical changes and their possible cause. This 
book is an outstanding contribution to medical lit- 
erature and should be of tremendous value to all 
physicians interested in the proper management of 
burns. 


A Manual of Anesthetic Techniques. By William J. 
Pryor, M.D., Ch.B., F.F.A. With foreword by the late 
J. H. T. Challis, M.R.C.S., L.R.C.P., F.F.A. Second edition. 
Cloth. $7. Pp. 228, with 75 illustrations. Williams & Wilkins 
Company, 428 E. Preston St., Baltimore 2; John Wright & 
Sons, Ltd., 42-44 Triangle West, Bristol 8, England, 1959. 


A number of changes in this primer have resulted 
in a more modern textbook, although the first 
edition was written only four years ago. The chap- 
ters and content remain essentially the same, ex- 
cept for the inclusion of new agents. 

This book is intended primarily for British schools 
of anesthesia, and for “house” surgeons and “regis- 
trars” commencing the practice of anesthesia. Yet 
it is written so concisely that it lends itself to easy 
reading by students of medicine, interns, residents, 
and nurses. The organization of the book is excel- 
lent, touching on all the basic problems of anes- 
thesia. There are good photographs and _ line 
drawings which are correctly used. The printing 
and general layout are excellent. The content is 
somewhat superficial and, while this is, of course, 
good for the novice, it is of disadvantage to those 
further along in their training. The book could be 
improved by amplifying the bibliographies. It can 
be recommended to nurses, interns, and residents 
who wish to read a simple and concise presentation 
of British views on anesthesia. 


Pulmonary Circulation: An International Symposium, 
1958, Sponsored by the Chicago Heart Association. Edited 
by Wright R. Adams, M.D., and Ilza Veith, Ph.D. [Impetus 
and financial assistance for symposium provided by Chicago 
Heart Association. National Heart Institute, National In- 
stitutes of Health, U.S. Public Health Service, contributed 
to cost of publication by means of grant no. H-3927.] Cloth. 
$4.50. Pp. 316, with illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16; 15/16 Queen St., Mayfair, Lon- 
don, W. 1, England, 1959. 


This is a record of the proceedings of an inter- 
national group of physiologists, pathologists, and 
clinicians gathered to consider the pulmonary cir- 
culation in health and disease. It consists of a series 
of carefully written papers, illustrated with photo- 
graphs and diagrams and accompanied by a tran- 
script of the ensuing viva-voce discussion. An inter- 
esting introductory chapter sketches the history of 
the pulmonary circulation, especially the remark- 
ably explicit statements on the subject by Michael 
Servetus in the years before his tragic death in 
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1553. Six chapters deal with the physiology of the 
pulmonary circulation and emphasize the complex- 
ity of the factors that determine the pressures, 
rates of flow, and distribution of blood in the lungs. 
Six chapters on pathology deal especially with the 
relation of the pulmonary to the bronchial vascular 
systems and the significance of pulmonary and sys- 
temic hypertension. Five chapters on pulmonary 
circulation in primary disease of the lungs include 
discussions of the circulatory disturbances in tuber- 
culosis and emphysema. The two last sections con- 
sist of seven and six chapters on the pulmonary 
circulation in congenital and in acquired heart dis- 
ease respectively. 

This book contains much of fundamental import- 
ance, if not of immediate practical value, to the 
physician. Reading is made unnecessarily difficult 
by occasional oversights. For example, the con- 
scientious student will be puzzled by the confusion 
of Aryanism with Arianism on page 3 and by the 
redundant symbols in the mathematics on pages 
26 and 63. The reader who picks up the book after 
an interruption may be baffled by abbreviations 
like C. C. P. and T. M. P. If he traces them back 
to where they are first used he may or may not 
find them expanded. This loss of time could be 
prevented by appropriate entries in the index, 
which is otherwise excellent. The book as whole is 
attractive and inspiring. 


Peripheral Vascular Diseases: An Objective Approach. By 
Travis Winsor, M.D., F.A.C.P., Assistant Clinical Professor 
of Medicine, University of Southern California School of 
Medicine, Los Angeles. With foreword by Burrell O. Rauls- 
ton, M.D. Cloth. $16.50. Pp. 845, with 435. illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Il.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto, 2B, Canada, 1959. 


It is obvious on reading this book that the author 
is a well-seasoned, experienced medical teacher. 
Great pains have been taken to make a difficult 
subject interesting and easy to understand. There 
are over 400 illustrations to supplement a well- 
written, concise textbook. The presentation of ma- 
terial is well planned. After sections on the anatomy 
and physiology of the circulation of the arms and 
legs, several chapters are devoted to the techniques 
that are employed as diagnostic aids. Two chapters 
show exactly what points are to be covered in 
taking a patient's case history and in making 
a physical examination. After a classification of 
peripheral vascular diseases, each disease is taken 
up in detail, following the same order of age, sex, 
race, etiology, history, physical examination, labo- 
ratory studies, diagnosis, differential diagnosis, and 
treatment. Selected references are listed at the end 
of each chapter. 

This is one of the most clearly written as well as 
comprehensive textbooks on peripheral vascular 
diseases published in many years. It can be read 
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with pleasure as well as profit by any physician 
who treats patients with peripheral vascular dis- 
ease and should be particularly valuable to students 
and medical residents. 


“Allergic” Encephalomyelitis. Proceedings of a Symposi- 
um: Experimental “Allergic” Encephalomyelitis and Its Re- 
lation to Other Diseases of Man and Animals. Edited by 
Marian W. Kies, Ph.D., Chief, Section on Biochemistry, 
Laboratory of Clinical Science, National Institute of Mental 
Health, Bethesda, Maryland, and Ellsworth C. Alvord, Jr., 
M.D., Associate Professor of Neurology and Pathology, 
Baylor University College of Medicine, Houston. Cloth. 
$13.50. Pp. 576, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toron- 
to 2B, Canada, 1959. 


The concept that allergic inflammation of organs 
may be the result of intrinsic causes in addition to 
those of extrinsic origin (pollen, molds, dust, foods, 
drugs, etc.) has attracted serious investigators, par- 
ticularly in recent years. This concept presumes 
that the organism can produce antibodies to one of 
its own organs or tissues, probably as a result of 
some previous damage to that organ, such as by 
infection, drugs, or trauma. It is presumed further 
that such an antibody then reacts with the specific 
antigen in the healthy organ, producing an allergic 
inflammation. Such a mechanism has been demon- 
strated clinically, notably in certain hematological 
conditions and eye inflammations, and experiment- 
ally in a number of organs, such as testes, adrenals, 
thyroid, and kidneys, formed blood elements, and 
the nervous system. 

Such a concept, which might possibly explain 
various types of encephalomyelitis and other de- 
myelinating diseases, has received attention experi- 
mentally from a large group of investigators. The 
symposium recorded in this volume represents an 
exchange of their ideas and experience by 60 sig- 
nificant contributors to this field. The usual method 
of producing “allergic” encephalomyelitis is by the 
injection of brain homogenates with Freund's ad- 
juvant. The symposium takes up the subject from 
three major aspects: (1) clinical and pathological 
correlations of human and experimental encephalo- 
myelitis, (2) attempts to identify the substance in 
nervous tissue responsible for the antigenic effect, 
and (3) immunological aspects, dealing with circu- 
lating antibodies, passive transfer, delayed hyper- 
sensitivity, and immune tolerance phenomena. 

This volume constitutes the essence of experience 
and thinking on an important segment of auto- 
sensitization. It is an up-to-date reference book on 
a subject which should be of particular interest to 
immunologists, pathologists, neurologists, special- 
ists in infectious diseases, allergists, and all physi- 
cians who are visionary enough to realize that 
auto-sensitization may prove to be one of the most 
important factors in the etiology of human disease. 
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Fundamentals of Otolaryngology: A Textbook of Ear, 
Nose and Throat Diseases. By Lawrence R. Boies, M.D., 
Professor of Otolaryngology, Chairman, Department of Oto- 
laryngology, University of Minnesota Medical School, Minne- 
apolis. Associates: Anderson C. Hilding, M.D., and others. 
Third edition. Cloth. $8. Pp. 510, with 212 illustrations. 
W. B. Saunders Company, 218 W. Washington Sq., Phila- 
delphia 5; 7 Grape St., Shaftesbury Ave., London, W. C. 2, 
England, 1959. 


The authors of this textbook call it a guide for 
medical students and nonspecialist practitioners. It 
is safe to say that those more advanced, namely at 
the residency level and even in the early years of 
practice, will find much in it that is useful. To the 
clarity and conciseness of the text is added a pro- 
fusion of illustrations, for the most part original, 
and all interesting and well selected. Preceding the 
discussions on things clinical are sections on applied 
anatomy and physiology, which are very well done 
and could grace a larger reference textbook. 

It is not easy in an era of rapid change like ours 
to eliminate outmoded pictures of pathological 
states and obsolete therapeutic measures. The 
authors have, however, fully recognized the impact 
of antibiotics and other agents on altering the ap- 
pearance, course, and treatment of suppurative 
conditions, among others, which once were such 
an important part of disease in otolaryngology. The 
surgical attacks on deafness, and our present-day 
handling of carcinoma in this region are likewise 
adequately discussed. Each chapter ends with an 
up-to-date list of references to the literature. 


Medical Department, United States Army. Surgery in 
World War II: Hand Surgery. Edited by Sterling Bunnell, 
M.D. [Prepared under direction of Major General George E. 
Armstrong, Surgeon General, United States Army.] Colonel 
John Boyd Coates, Jr., editor in chief. Prepared by Historical 
Unit, Army Medical Service, under direction of Colonel 
Calvin H. Goddard. Associate editor for hand surgery: Mary 
E. McDonald; assistant editor: Janie W. Williams. Office of 
Surgeon General, Department of Army, Washington 25, 
D. C. Cloth. $3.75. Pp. 447, with 224 illustrations. Super- 
intendent of Documents, Govern. Print. Off., Washington 
25, D. C., 1955. 


The importance of hand wounds was not prop- 
erly recognized until after World War I. As a result 
of the increased interest in such cases between the 
two world wars, a number of special centers for the 
treatment of these injuries were established in 
World War II both in the United States and over- 
seas. Many of the techniques devised, especially 
for tendon repair and restoration of lost members 
or functions, were highly successful. In addition 
to treatment, many ingenious prosthetic appliances 
were developed for these patients. The editor of 
this volume was civilian consultant for hand sur- 
gery to the Secretary of War. Such outstanding 
surgeons as C, W. Cutler Jr., Sterling Bunnell, H. S. 
Allen, and Mather Cleveland contributed chapters. 
The book is well written and printed on paper of 
a high quality. It is illustrated with photographs 
and line drawings. There is an index. 
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QUESTIONS AND ANSWERS 


PAINFUL HAND 

To THE Eprror:—A 50-year-old woman complains of 
severe, boring pain over the dorsum of the right 
hand and extending to the dorsum of the fingers. 
This has been present for several years. Initially 
there was also elbow involvement. There were 
periodic recurrences, with improvement after sev- 
eral days, and it was years before she consulted 
a physician. A year and a half ago, the pain in 
the hand became quite marked, and there has 
been little improvement since. The pain comes 
only at night, starting 15 minutes after the patient 
goes to bed: Relief comes in one or two hours if 
she sits up in a chair. Normal motor and reflex 
functions of the right fingers, forearm, and arm 
are present. The patient is in good health other- 
wise. Complete examination by a neurologist on 
three separate occasions has revealed normal 
findings except for questionable, mild, altered ap- 
preciation of light touch and pin prick over the 
dorsum of the hand. No trophic changes have 
been noted. Cervical spine x-rays have been nor- 
mal on several occasions, as have findings on 
chest x-rays, routine hematological indexes, and 
special x-rays of the apices of the lungs. 

Homer B. Martin, M.D., Louisville, Ky. 


ANSWwER.—The symptom of pain in the arm and 
hand that occurs when the patient lies down and is 
relieved when she sits up makes one think of some 
type of pathological involvement of the brachial 
plexus, subclavian artery, and thoracic outlet. The 
information given seems to indicate that a diagnosis 
of supernumerary rib has been ruled out. One must 
think first of a condition in which paresthesias and 
pain develop in the hands and arms because of 
compression of the subclavian artery and vein and 
the brachial plexus beneath the coracoid process 
of the scapula and stretched pectoralis muscle, the 
so-called subcoracoid-pectoralis minor syndrome. A 
second condition to be considered is that described 
by Falconer and Weddell, in which the subclavian 
artery and the brachial plexus are compressed be- 
tween the clavicle and first rib by hyperextension of 
the neck and posterior abduction of the shoulders. 
In this condition, elevation of the first rib causes 
narrowing of the space between the first rib and 
the clavicle with hyperextension of the neck and 
produces compression of the brachial plexus and 


The here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


subclavian artery. One must also rule out the possi- 
bility of an intraspinal lesion, such as spinal cord 
tumor. These syndromes are more prone to occur 
in patients of middle age because of loss of tone in 
the elevator muscles around the shoulder and neck. 
Heat, massage, and corrective posture exercises for 
the neck and shoulders, as well as resistance exer- 
cises to strengthen the shoulder elevator and re- 
tractor muscles, may be given with expectation of 
some benefit. In addition to this, general posture 
training should be advised. 


ARTERIOSCLEROTIC DISEASE 

To THE Eprtror:—What is the current opinion re- 
garding use of vitamin E and/or lecithin in 
arteriosclerotic cardiovascular disease? It was 
my impression it was found ineffective, and there- 
fore abandoned, about 1946 or 1947. Recently 
several patients have asked about it and say 
they have heard good claims for it. 

Donald W. Maclean, M.D., Hamilton, Mont. 


Answer.—There is little acceptable scientific basis 
for using vitamin E and/or lecithin in the treatment 
of arterioscleriotic cardiovascular disease. There are 
so many possible causes of cardiovascular disease 
and arteriosclerosis that one cannot say they are 
directly related to a single vitamin or other sub- 
stance in the diet or may be prevented by any 
specific dietary approach. The cause of cardio- 
vascular disease is believed to be related to many 
factors, including age, sex, heredity, diet, activity, 
and possibly others. 


LATE SYPHILIS AND PENICILLIN 

SENSITIVITY 

To THE Eprrorn:—What is the accepted best treat- 
ment for late syphilis in a patient allergic to pen- 
icillinP ©. M. Creswell, M.D., Kenosha, Wis. 


ANSwER.—It is necessary to evaluate the history of 
hypersensitivity to penicillin carefully to ascertain 
its validity and to determine by detailed examina- 
tion just how important it is to give maximal anti- 
syphilitic therapy. If penicillin sensitivity is veri- 
fied, such a patient should be given one of the 
broad-spectrum antibiotics of the tetracycline group, 
2 Gm. per day for 10 days to two weeks. At the 
other extreme, in a patient with taboparesis, for ex- 
ample, with primary optic atrophy, spinal fluid 
showing elevated cell count and protein level, and 
unverified history of sensitivity to penicillin, a prop- 
er course of action would probably be to start the 
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patient on steroid therapy and shortly thereafter 
begin penicillin therapy in adequate dosage, con- 
tinue to give steroids with a gradual tapering in 
dosage for a week or two after the penicillin ther- 
apy has been completed, and then to watch care- 
fully for possible appearance of allergic reaction; 
steroid therapy may be reinstituted if necessary. 


SEIZURES IN INFANT TWINS 
To rue Eprror:—Identical twin boys had seizures 
several hours after their second diphtheria, teta- 
nus, and pertussis immunizations at the age of 
6 months. The seizures occurred simultaneously, 
between the solid and liquid portions of a meal, 
and were preceded by several minutes of irri- 
tability and crying, with no particular provoca- 
tion. Then rolling back of the eyes and extension 
and stiffening of the neck and back occurred, 
followed by clonic movements of the arms, legs, 
and head. Some pallor, but no cyanosis, was 
present. The babies were unresponsive during 
the seizures, which lasted about two minutes and 
were followed by lethargic consciousness during 
which they finished their bottles and then slept 
for two hours. Phenobarbital elixir, 1 teaspoonful 
twice daily, was given for several days after this 
and subsequent seizures. The second seizure 
was also simultaneous in both and occurred two 
weeks later. Fever has never been present. One 
twin has had three more essentially similar sei- 


zures at the ages of 10 months, 13 months, and 
13% months. The other twin has had no further 
seizures, but no attempt has been made to detect 


nocturnal occurrence. Electroencephalograms, 
done on both at the age of 10% months, were 
normal. The twins were born in uneventful mul- 
tiparous delivery and seem normal in physical 
and mental development. There is no familial 
history of epilepsy. Does this seem to be idio- 
pathic epilepsy in spite of the normal electro- 
encephalographic tracings? May these tracings 
and the apparent failure of one twin to have 
further seizures be interpreted as favorable prog- 
nostic signs, even if idiopathic epilepsy is pres- 
ent? Should the twin who has had additional 
seizures be continued indefinitely on phenobar- 
bital therapy? Is it advisable at this time to sub- 
ject one or both to lumbar puncture and blood 
and x-ray diagnostic studies? There has been 
no neurological consultation. Illinois. 


Answer.—The occurrence of seizures at the age 
of 6 months is suggestive of symptomatic rather 
than idiopathic epilepsy. There is nothing in the 
description of the individual seizures that would 
suggest a focal onset. The normal electroencephalo- 
grams are not helpful, since this merely means 
that at the time of sampling no abnormal patterns 
were present. Since tracings were taken on only 
one occasion and were normal at that time, further 
tracings should be obtained. That one twin had 
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two seizures two weeks apart and has had none 
for the past three and one-half months without 
medication is a favorable prognostic sign. The 
other twin, who has had subsequent seizures to a 
total of five, should certainly have medication con- 
tinued for at least a year. In view of the complexi- 
ties of this particular situation, it is definitely 
advisable to have these children studied carefully 
by a neurologist and to have a complete labora- 
tory examination. Intracranial as well as metabolic 
diseases must be considered in these children. 


ABSORPTION OF ALKALI 


To tHE Eprror:—Can one use too much alkaline 
water by drinking and bathing in it? A mineral 
springs resort caters to people who have such 
diseases as rheumatism, arthritis, and bursitis, 
and many seem to show good results. The resort 
provides hot mineral water, mud baths, and 
special diets. A number of patients have asked 
if the body can absorb too much alkaline 


product. Alice $. Cutler, M.D., Los Angeles. 


Answer.—This consultant is unaware of any sci- 
entific evidence that use of alkaline water is of 
benefit to people who have rheumatism, arthritis, 
and bursitis. It is extremely doubtful that the body 
could absorb too much so-called alkaline water. A 
normal, healthy body is well equipped to utilize 
efficiently the food and water ingested regardless of 
alkaline or mineral properties. It is probably a good 
thing that the body has the ability to resist most 
efforts of the uninformed to tamper with the pH of 
its fluids. It is not felt that the patients referred to 
need be concerned over the use of alkaline water in 
drinking and cooking. No toxic effects are known. 
There is no evidence that minerals in such waters 
are absorbed through the intact skin. 


CONGENITAL DEFECTS 
To THE Eprror:—A premature baby weighing 4 lb. 
(1,814 Gm.) had the following defects: exstruphy 
of the urinary bladder, prolapse of the ileum, 
agenesis of the colon, atresia of the anus, lack of 
fusion of Miiller’s ducts, absence of external gen- 
italia, lumbar spine bifida, meningocele, club 
feet, and absence of the lower abdominal wall. In 
view of the fact that most of these defects oc- 
curred in the same region, please specify at what 
embryonic age and what area was affected. 
M.D., Connecticut. 


Answer.—The inhibitions of development de- 
scribed can be ascribed to abnormal conditions in 
utero toward the end of the fourth week after con- 
ception, when the pelvic region is growing espe- 
cially rapidly. A severe illness of the mother four to 
six weeks after the last menstrual period might be 
responsible. Another possible cause is a severe 
dietary defect. In rats, similar abnormalities have 
been produced by completely removing folic acid 
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from the mother’s diet for a brief period early in 
pregnancy (Nelson and others, J. Nutrition 56:349, 
1955). 


SALT AND BALDNESS 

To THE Eprror:—Is there any relationship between 
the amount of salt ingested in the diet and the 
development of baldness? There have been news- 
paper reports of a Scandinavian physician who 
makes such claims. Also, can the injection of 
vitamin B, prevent mosquito bite? 

Juan Silverio, M.D., Marianao, Cuba. 


Answer.—No scientific evidence has been seen 
that indicates ingestion of salt has any effect on 
balding. Apparently this is a finding of one Scan- 
dinavian physician. No cogent scientific evidence 
has appeared indicating that thiamine has any 
mosquito-repelling effect. 


DISSEMINATED CHOROIDITIS 


To tHE Eprror:—A patient has choroiditis of un- 
known cause with numerous scotomas, each cor- 
responding to a white patch in the choroid. His 
central vision is 20/30 in each eye. The scars on 
the choroid are not outlined by any pigment. 
There are no cells in the vitreous and no pigment 
deposits around the periphery of the patches. It is 
not known whether any arterioles are constricted, 
but there have been hemorrhages in the past that 
have cleared up. There are no opacities except 
when there are hemorrhages. The peripheral 
vision is good except for small, fast-moving ob- 
jects, such as a golf ball in flight. Vision is good 
except at night and in bright sunlight. It is 
much better on an overcast or cloudy day. There 
are no opacities in the lens. His greatest diffi- 
culty is photophobia, especially when the sun is 
low in the sky. His adaptation to dark is poor. 
He suffered severe sunburns in early youth, and 
it is questioned whether this could be a factor. 
This condition has been present at least 15 years. 
Is there any way to overcome the photophobia, 
which interferes with driving a car? Is driving 
permissible under these circumstances? Is there 
anything besides dark glasses that can be used? 
Is there any drug that would be of help? 

M.D., New York. 


ANSWER.—The patient apparently has dissemi- 
nated choroiditis. The retention of good central 
vision speaks against a congenital disease such as 
choroideremia or gyrate atrophy. The recurrent 
hemorrhages also are evidence of an active, ac- 
quired process. The “white patch” is probably 
sclera shining through areas of choroidal atrophy. 
Since these are old, healed areas, it is unlikely that 
any form of therapy will change them. Sympto- 
matic aid is also difficult. Night vision is already 
poor, and, theoretically, dark glasses should not be 
worn, since all tints reduce the transmission of 
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light. However, one a practical basis, it has been 
observed that the yellow, so-called shooter's glasses 
are of aid at dusk in that the contrast of objects 
against a neutral background is improved. These 
might be tried here. There may also be an optimal 
pupil size for this patient, and weak solutions of 
miotics or mydriatics may be tried. 

It is unlikely that severe sunburn in youth is 
related to the present problem. Intense. sunlight 
may produce a keratoconjunctivitis or a macular 
lesion (eclipse scotoma) but not a _ choroiditis. 
Finally, as long as central vision is 20/30 and the 
peripheral extent of the visual field is normal, it 
would seem unfair to proscribe driving an auto- 
mobile. 


VITAMINS IN CANNED FOODS 
To tHE Eprror:—How much loss of vitamins B 
and C is there in canned and in frozen fruits, 
vegetables, and fruit juices? 
F. L. Troost, M.D., Holt, Mich. 


Answer.—According to the available information, 
there is little loss of vitamin B complex and vita- 
min C in the canning of fruits, vegetables, and fruit 
juices. From the nutritional standpoint, canned or 
frozen and fresh vegetables are usually considered 
interchangeable. 


LONG-TERM ANTICOAGULANT THERAPY 
To THE Eprror:—A 54-year-old man is now in the 
fourth week of his second myocardial infarction. 
The first occurred eight and one-half years ago. 
At that time he received no anticoagulants. He 
made an uneventful recovery and worked as usual 
until the second infarction. He is making an un- 
eventful recovery and is receiving anticoagulants. 
He is highly emotional, and now and for some 
time to come he will be under considerable emo- 
tional strain. Should he be given a permanent 
course of anticoagulant therapy? 
M.D., New Jersey. 


Answer.—The subject of long-term anticoagulant 
therapy is still controversial. It is this consultant's 
present practice to maintain long-term anticoagu- 
lant therapy, where possible, in all patients who 
have sustained more than one myocardial infarc- 
tion. This is based on published reports and per- 
sonal impressions suggesting that the recurrence 
rate and mortality are reduced by this therapy. 
This is difficult to prove statistically, but follow-up 
studies appear to show an improved prognosis in 
treated as compared to untreated patients. In the 
case cited, it is recommended that permanent anti- 
coagulant therapy be continued, particularly be- 
cause of the stresses to which the patient will be 
exposed. It is assumed that he will cooperate fully 
in regulation of the anticoagulant dosage by having 
regular prothrombin time determinations. 
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MOTH CRYSTAL DERMATITIS 

To THe Eprror:—Please give information relating to 
moth crystals (paradichlorobenzene) as a cause of 
severe dermatitis. M.D., Massachusetts. 


Answer.—Paradichlorobenzene occurs in colorless 
crystals which are used for moth-proofing and other 
purposes. In undiluted form, it is a strong irritant 
for human skin. Cases of severe allergic dermatitis 
due to this substance have been described. The 
concentration for patch testing to ascertain whether 
allergic hypersensitivity exists is a 1% solution in 
alcohol. In addition to the cutaneous reactions pro- 
duced by paradichlorobenzene, allergic asthma and, 
after continued exposure to its vapors for years, 


hepatitis and cataract have been described. 


CANCER METASTASES 

To THE Eprror:—A patient had adenocarcinoma of 
the kidney a year ago. The kidney was removed, 
and x-ray treatments were given. Now she has 
multiple metastases in the abdomen, and she has 
had another series of x-ray treatments. Are there 
any favorable reports on use of radioactive gold 
in similar cases? What other treatment might be 
given? 

Roy F.. Messinger, M.D., Circle, Mont. 


Answer.—This consultant knows of no treatment 
which will offer much in this situation. Nitrogen 
mustard and thio-tepa, given intraperitoneally if 
the metastases are small, or intravenously if they 
are large, might have some palliative value. 


ALOPECIA DUE TO PONY TAIL 
To tHE Eprror:—Could wearing the hair in pony- 
tail style cause alopecia? 
C. W. Jacobson, M.D., Breckenridge, Minn. 


Answer.—The pony tail and other forms of hair 
style resulting in constant traction on the pilary ap- 
paratus are capable of producing alopecia. In for- 
mer years, various marginal types of hair loss were 
occasionally observed as a result of tight braiding 
and the use of bobby pins, hair curlers, and similar 
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devices that produced a constant pull on the hair 
shaft. Recently, a number of instances of marginal 
hair loss, as well as diffuse central alopecia, have 
been observed as a result of the constant pull on 
the hair shaft resulting from the pony tail and 
similar hair styles. 


FAT CONTENT OF SEMEN 

To THE Eprror:—In answer to the question on col- 
oring of seminal fluid, which appeared in Tue 
JournaL, Dec. 20, 1958, page 2207, the consultant 
stated that normal semen contains “lecithin, chol- 
esterol, and phosphorized fat.” During a discus- 
sion with a young married woman on the many 
facets of “married life,” she stated that she enjoys 
fellatio. It occurred to me that she may be in- 
gesting as much highly concentrated fat each 
time as would be contained on an untrimmed 
large steak. This may account for her having 
trouble losing weight, even though she declares 
she is watching her diet rigidly. She also has 
noticed increased development of her breasts. Is 
there a possible hormonal factor of testosterone or 
another undiscovered hormone which may be 
aiding in this reaction and might be helpful to 
others? Obviously, the imagined or real need for 
help in this area is costing American women and 
their husbands millions of dollars each year as 
well as much emotional turmoil. In Beardwood’s 
chapter on obesity (in Cyclopedia of Medicine, 
Surgery, Specialties, edited by G. M. Piersol, Phil- 
adelphia, F. A. Davis Company, 1958, vol. 9, pp. 
813-825), the possibility of the body converting 
some portion of protein into carbohydrates is 
stressed. Is there any newer thought along this 
line? Some people seem to get fat on air alone, 
or is this the bloating of starvation? 

G. H. Horner, M.D., York, Pa. 


Answer.—As far as this consultant is aware, while 
there may be some psychogenic and genetic factors 
concerned with obesity, it generally can be ascribed 
to intake of more calories per day than are ex- 
pended. No cogent scientific evidence is known in- 
dicating that body fat is accumulated in any other 
way; in order to remove fat it is necessary to in- 
gest fewer calories than one expends. It should be 
remembered that calories are obtained from pro- 
tein and carbohydrate as well as from fats. In re- 
gard to the possibility of fellatio being a contribut- 
ing factor in obesity, one would be somewhat skep- 
tical. Even assuming an ejaculation of 10 cc. of 
semen were all fat, this would be only 90 calories. 
It is extremely doubtful that this would have a sig- 
nificant effect on inability to take off weight unless, 
of course, it was practiced several times a day. A 
useful pamphlet on weight reduction can be ob- 
tained for distribution to patients by writing to the 
Council on Foods and Nutrition, American Medical 
Association. 
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A meal of even the most colorful and the most 

meticulously prepared food can be dreary eating without salt. 
Neocurtasal, for the patient on a low-sodium diet, brings 
back flavor to foods — makes eating a pleasure once more. 


® 
0 1 ria S a Contains potassium chloride, 


potassium glutamate, 


An excellent salt replacement glutamic acid, calcium 


silicate, potassium 
for P 


“Salt-Free” (Low Sodium) Diets 
oz. shakers an 


8 oz. bottles 


Assures patient’s 
4 Sold Only Through Drugstores 
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U. S. & possessions. 


SINGLE COPIES of this and previous calendar 
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REMITTANCES should be made by 
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order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS: When 
there is to be a change in your address, THE 
Journat or any other A. M. A. periodical to which 
you subscribe should be notified at least six 
weeks before the change is made. The address label 
clipped from your latest copy of the periodical, 
and the old and new address, including your postal 
zone number, should be included in the new ad- 
dress. Your instructions should state also whether 
the change of address is temporary or permanent. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 
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EXCLUSIVE PUBLICATION: 


Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in Tue 
JOURNAL OF THE AMERICAN MEDICAL Associa- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue Journna if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in Tue JouRNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


RITTER EXTENSION HEAD 
Fig. 231 HALTER—S] 2-50 


Hung from any door. 
Made of white double 
coutil, fleece-lined 
Buckle adjusts to fit any 
head size. Halter comes 
complete with pulley sys- 
tem, door-top support, 
spreader bar, weight 


bag. 


Indications for use: Suc- 
cessful treatment for 
pain resulting from 
complications in the 
area of the cervical 
spine; herniated cervical 
disks, osteo-arthritis of 
cervical spine, muscle 
spasm of the neck. 


HORIZONTAL TRACTION ASSEM- $1 7 50 
BLY (Fig. 321- A). with pelvic belt 
Measurements 3 inches 
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CLASSIFIED ADVERTISEMENTS 


PERSONAL CLASSIFIED ADS 
For personal classified advertisements the rate is 
$9.75 per insertion for 30 words or jess; additional 
words 35c each. For box number instead of per- 
sonal address, add 60c and ‘count 4 additional 


words. 
SEMI-DISPLAY 
n bold type (like this paragraph) the rate is $12.2 
ber insertion for 30 words or less, additional words éoe 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


COMMERCIAL ANNOUNCEMENTS 
Advertisements of manufacturers, dealers, pub- 
lishers, agencies, etc., and all purely commercial 
announcements under any caption will be inserted 
at the rate of $12.50 for 20 words or less; addi- 
tional words 40c each. For semi-display, $15.75 for 
20 words or less, additional words 55c each. Box 
number charge same as personal ads. 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON [5 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal AM.A., 535 N. Dearborn St., Chicago 10 


below iliac crests. 


ADJUSTABLE LUMBO-SACRAL 
SUPPORT—$7.00 


Made of herring bone 
weave 2 ply cou rein- 
forced in back, sides and 
front with stays. Supplied 
with removable sacral pad | 
and perineal straps. | 


Take ents d 
the hips three inches be- | 
low the iliac crest. 


Fig. 5” to 7” Front (Fig. 101) Sacroiliac Belt, 
194 6” to 10” Back 6” wide, $5.00 


THE F. A. RITTER CO. 
4624 Woodward, Detroit 1, Mich. 
White for complete catalog of surgical and orthopedic appliances 


EMERGENCY 
MEDICAL OXYGEN UNIT 


This unit is especially designed for direct- 
flow emergency oxygen therapy. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association, This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe JounNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THe JounnaL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back, Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 


A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. Deansorn Street, Cuicaco 10 


UNIT: Utilizes a standard “D” size cylin- 
der containing 360 liters of oxygen. 

CYLINDER VALVE: Commercial type, 
equipped with pressure safety valve. 

REGULATOR: The rate of oxygen flow 
is regulated by a liter gauge—one to 
fifteen liters per minute. 


Carrying case 
is of sturdy 
construction, 


Operating in- 
structions inside 
cover of case. 
Write for 
literature 

and prices. 


MONTBELL PRODUCTS CORP. 
7435 N. Western Avenue 
Chicago 45, Illinois 


NOTICE 


BIO-CHEMIST—WITH PH.D; RECENT GRADUATE 
preferred; under 50 years of age; must know instru- 
ments used in modern hospital laboratory; provide 
quality control for chemistry procedures; capable of 
instituting new methods, interested in medical educa- 
tion, i. «. house staff, laboratory technology students 
and clinical pathology residents, interested in research. 
Apply: Personnel UVepartment, Seaside Memorial Hos 
pital, 1401 Chestnut Avenue, Long Beach 13, California. 


TECHNICAL TRANSLATOR-MD, 31 YEARS PRAC- 
tice, tours knowledge medical scientific field and 
Latin, Classic Greek, English, Italian, German, French, 
Russian, Spanish, Portuguese Langua es, accepts any 
above field; inquiries invited. Box 9426, 


ARDIOGRAPHIC INTERPRETATIONS BY 
Soard Certified internist; prompt airmail return. West- 

ern EKG Se ’ avis, MD, Director, 268 
South Norton, Los Angeles ‘4, California. 


NURSE WANTED 


WANTED — NURSE ANESTHETISTS; $550 PER 
month; no OB calis; maximum call two nights per 
week; long weekend off every week. Write or call: Ad- 
ministrator, Spartanburg General Hospital, Spartanburg, 
South Carolina. 


DIRECTOR WANTED 


CLINICAL DIRECTOR; ELIGIBLE OR CERTIFIED 
psychiatrist or pediatrician; to head an outstanding 
program for the mentally retarded; well staffed serv- 
ices include medical; surgical; eychilatric clinical psy- 
chology; psychiatric social work; special education; 
speech therapy ; occupational therapy; physical therapy ; 
clinical and anatomic pathology; radioisotope ; biochem- 
istry; several active research projects; attractive salary 
and ‘accommodations for family; near ocean; lakes; 
White Mountains: 130 miles north of Boston; 285 miles 
south of Montreal. Apply to Peter W. Bowman, MD, 
Supt., Pineland Hospital and Training Center, Pownal, 
Maine. 


ASSISTANTS WANTED 


WANTED — ASSISTANT IN WELL ESTABLISHED 
practice in good eastern Kansas town with new general 
hospital; would like someone able to do good general 
surgery; good income assured. Box 9489 B, % AMA 


ASSISTANT WANTED—BY BUSY OTOLARYNGOLO- 
gist in Philadelphia area; good starting salary, even- 
tual partnership; state age, qualifications and training. 
Box 9464 B, Y AMA. 


ASSOCIATE WANTED 


ASSOCIATE WANTED — FOR GENERAL PRACTICE 
in midwestern college and industrial community of 
30,000; 180 bed hospital serving county population of 
133,000; new clinic type air conditioned office; must be 
graduate of class A medical school; have fulfilled draft 
requirements ; salary $1, 000 month or plus depending on 
qualifications. Box 9576 % AMA 


PHYSICIANS WANTED 


WANTED—PHYSICIANS FOR FULL TIME EMPLOY- 
ment as ward physicians on medical and neuropsychi- 
atric services in modern veterans administration neuro- 
psychiatric hospital; Jefferson Barracks, Missouri; lo- 
cated 12 miles from downtown St. Louis; starting sal- 
ary ranges from $8,330 to $12,770; plus 15% specialty 
allowance if board certified; 30 days annual leave; in 
grade salary increments; liberal sick leave; insurance 
and retirement benefits; applicants must be U. S. 
citizens under 60 years ‘of age; graduates of approved 
medical schools and physically qualified; psychiatric 
experience desired but not necessary; if interested, 
communicate with: The Manager, Veterans Administra - 
tion Hospital, Jefferson Barracks, Missouri. Cc 


PHYSICIAN—OCCUPATIONAL WEALTH; FOR COM- 
pany operated medical facilities in Saudi ‘Arabia. Pref- 
erably Board Certified or ee nome in preventive 

. To develop industriai 

medical service as part of pon ’s general medical 

program. Liberal | benefit program. odern family hous - 
ing; plus 1 and reer avail- 
able. PWrite recruiting supervisor, Box 401, outlining 
personal and professional history. Arabian-American 
Oil Company, 505 Park Ave., New York 22, N.Y. © 


(Continued on page 208) 
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3 ways to change slides 
with the Kodak Cavalcade Projector, Model 500 


CHANGE AUTOMATICALLY: CHANGE SLIDES MANUALLY, CHANGE BACK AND FORTH 
Set projector to change slides automat- either by convenient push button at with control wheel at projector. 
ically at 4-, 8-, or 16-second intervals. the rear of the projector or by a hand- Convenient for making comparisons 
Ideal when you’re up front or want held push-button switch and a twelve- —with the aid of built-in screen 
only to briefly describe each slide. foot remote control cord. pointer if desired. 


Simple ... handy... complete! 
That’s the Kodak Cavalcade Pro- 
jector! You choose brightness to fit 
the size of picture. Your slides are 
protected in metal sheaths, precon- 
ditioned before projection to mini- 
mize “‘popping.” You keep one eye 
on the screen . . . you step away to 
arrange exhibits . . . and still your 
show goes on! Truly, here is the 
ideal slide projector for the busy 
physician with a story to tell. And, 
for your scientific exhibit at con- 
ventions, etc., when you want to 
project a series of slides over and 
over again, automatically, there’s 
the Cavalcade Repeating Projector, 
Model 540. 


The deluxe Kodak Cavalcade 
Projector, Model 500, $149.50; 
Model 520, $124.50; Model 540, 
$199.50. (Prices are list, include Fed- 
eral Tax, where applicable, and are 
subject to change without notice. ) 


\ 


For further information see your 
Kodak photographic dealer or write 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N.Y. 


Serving medical progress through Photography and Radiography 
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inue OPPORTUNITIES FOR PRACTICE WITH HIGHLY 
(Continued from page 206) qualified staff in a gmé&s 600 bed VA hospital; positions 
available in radiology; internal medicine; general sur- 


PEDIATRICIAN—BOARD OR BOARD ELIGIBLE TO position 


associate with 37 year old board pediatrician; not a chief of pathology; board certification necessary in 
group pencticn but in same building with pathology ; radiology; and neurosurgery ; starting salary 
ward obstetricians; only pediatric to $12,770 depending on qualifications; plus board 


000 and county of 50,000; excellent public and paro- certification allowance; liberal vacation; sick leave; and 


chial schools; area equally industrial and agricultural ; retin 
very pleasant place to bring up family with no juvenile ii oy 


delinquency problem; will pay transportation costs for 4 5 
inspection visit; by mutually interested doctor and fam- sional Services, VA Hospital, Columbia, 8. C. Cc 


ily; please write resume and for fusther information to 


W. Watki MD, Tiffin, Ohio. c DIRECTOR —- KALAMAZOO CITY-COUNTY HEALTH 
AN' THORACIC SURGEON — FOR GLENN staff of 50, serving a population of 153,000; excellent 
ag sy ge oy hospital for the District community relations; city with university and colleges; 
of Columbia; one year appointment; experience in desirable working and living conditions; — vacation, 
thoracic surgery necessary; candidate shall have sup- sick leave and retirement benefits; salary open; re- 
ervisory responsibilities of Assistant Chief, Depart- quirements: eligible for Michigan ‘MD aan. MPH 
ment of Surgery; salary $10,120; sick leave, annual degree, and at least two years of responsible adminis. 
leave and other benefits; must be eligible for licen- tive experience. Address inquiries to: Mr. - 
sure in the District of Columbia. Address inquiries Clark, 226 Oak Grove Avenue, Parchment, Michigan. 
to: Medical Director, Glenn Dale Hospital, Glenn Dale, 
Maryland. c EXCELLENT OPPORTUNITY FOR TWO 
e over large general practice; air conditioned clinic 
OenseAl PRACTITIONER—FOR ASSIGNMENT IN building; well equipped Sisters hospital fully approved 
P Service a large by Joint Commission available. Located western Min- 
‘experience will not be nesota, best hunting and fishing, excellent schools and 
mos start around $10,000 with pro- churches; practice grossed in 10 
motions een to $16,000; many additional a years; present owner 
sites. Inquire: Manager, Veterans Administration wal retirement but can a partially active if health 
pital, Lebanon, Pennsylvania. °C permits; practice unopposed. Box 955! C, % AMA. 
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PATIENT 
COMFORT 


ANTI-INFLAMMATORY 
ANTI-MICROBIAL 
ANTI-PRURITIC 


OTOBIONE provides the 
clinically proved* formula of White’s 

‘OBIOTIC, fortified with prednisolone. 
Each cc. of this new formula contains: 


ANTI-INFLAMMATORY | Prednisolone acetate. S mg. 
ANTI-BACTERIAL Neomycin (from 35 MQ. 
ANTI-FUNGAL Sodium propionate, 5O mg. 


Physiologic pH! Will not obscure anatomic 
landmarks during otoscopy! 
The normalizing effect of 
OTOBIONE reduces tissue in- 
jury, and quickly provides 
optimal patient comfort... 


Preliminary studies with 
OTOBIONE by several investigators! show 
effective relief in 87% of cases of external 
otitis, chronic otitis media, and chronic 
mastoiditis with otorrhea, “Lew, G.W:: Diffuse otitis Ex- 


terna and Its Effective Treatment, 
| Ax 


Postgrad. Med. 22:501, Nov., 1957. 

tDaly, J. F.: Personal Communi- 
White Laboratories, Inc. cation, Yesner, B,: Personal Com- 
munication. McStravog, L.: Per 


Kenilworth, New Jersey sonal R.: 
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VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 
of three years psychiatric experience; excellent oppor 
tunities for advancement; salary rate $7,320.00- $10,- 
a. 00 depending upon applicant’s training and expe- 

rien ; annua! increments; nominal deduction for com- 
plete family maintenance; fully approved large eastern 
mental hospital with three year accredited residents 
training program; must be eligible for licensure in 
Connecticut. Box 9553 C, % AMA 


CLINICAL PATHOLOGIST TO SUPERVISE CLINICAL 
laboratory in large general medical and surgical hos- 
pital; also train residents in approved program; excel- 
lent opportunity for research; 5 full time Board Certi- 
fied pathologists in hospital+; must be Certified in 
clinical pathology, U. 8. citizen, graduate of approved 
oo a school and be licensed in one state. Write 

Chief, Laboratory Service, Veterans ‘Administration 
Hospital, Hines, Illinois. c 


PROFESSIONALLY SATISFYING PRACTICE IN EX- 
cellent facilities; providing generous income while al- 
lowing a regular home life; opportunities in general 
practice; internal medicine; and most specialties; in 
several southern California cities. Write to: Medical 
Director, Southern California’ Permanente Medical 
Group, 130 North La Cienega Boulevard, Los Angeles 
Telephone: OLive 3-4465 or 


GENERAL PRACTITIONER—TO JOIN ESTABLISHED 
eastern Ohio group of young specialists and general 
practitioners ; enthusiastic, academic atmosphere ; oppor- 
tunity to become full partner from start with’ no in- 
vestment; paid annual vacation and study period; 
starting annual Salary $11,500 to $15,000 depending on 
ay A and experience; retirement program. Box 9452 

M 


SPECIALISTS—BOARD CERTIFIED OR QUALIFIES: 
if you are tied of fighting traffic; wasting hours drivin 
in a crowded hot city; then we may have the answer 
your problems: an established 17 man group in a north 
midwestern city of 50,000, near Minnesota lakes; | 
looking for the following specialists: internist; ob. and 
gynee ologist; orthopedist; urologist. Write 

ll details to Box 9597 % A 


DOCTOR FOR ACTIVE RURAL PRACTICE; BEING 
vacated shortly after August Ist; gross $20-25,000 an- 
nually; modern completely equipped health center in 
Mesick, Michigan; population 350; 2,500 in trade areas; 
prosperous community; good hunting and_ fishing; no 
investment required; low rental. Write: Mesick Com- 
munity Health Center, Mesick, Michigan, or call hours 

to 5, any day except Thursday or Sunday. 1] 


w HIATRIST DIRECTOR WITH A. A. 
P. C. C. qualifications and full time psychiatrist in- 
Summa in child psychiatry; Lancaster, Pennsylvania 
commuting distance Philadelphia and Baltimore; A. A. 
Y. . approved; two team community psychiatric 
clinic; seeing children and pantie: salary according to 
experience; John D. Helm, MD, 720 Columbia Av- 
enue, Lancaster, Cc 


APPROVED POTATING INTERNSHIPS—ONE-YEAR 
internship 1960; 700- bed county hospital 
near New York City; opportu- 
nity; only apesoanss of ane medical schools will be 
considered d $100 mo my ee complete main- 
tenance. Apply: "Superintendent, ergen Pines 
Hospital, Paramus, New Jersey. 


INTERNIST—TO JOIN ESTABLISHED EIGHT MAN 
group; each practicing specialty in remodeled and en- 
larged facilities just completed ; $12,000 guarantee first 
year; full partnership in two years; midwest city of 
20,000 population; area 70,000; only clinic in commu 
nity; city recently cited as one of most progressive com- 
munities in nation, Box 9436 C, % AMA. 


WANTED PSYCHIATRIST—BOARD CERTIFIED; FOR 
active 1000 bed hospital with three years approved res- 
idency training program; ample opportunities in ex- 
panding treatment and teaching program; starting sal- 
ary $16,500 to $22,800; depending upon qualifications ; 
housing available, Write: W. C. Brinegar, MD, Super- 
intendent, Mental Health Institute, Cherokee, Towa. © 


WANTED — PHYSICIAN OR INTERNIST TO HEAD 
physical medical section of 1200 bed state mental hos- 
pital; midwest college community of 6,500 people; sal- 
ary depends upon qualifications and ranges to $19,200 
ot — individual ; must be eligible for Iowa Li- 

B. Brown, MD, Superintendent, Mental 
Health Institute, Mt. Pleasant, Iowa. 


NEUROPSYCHIATRIST—LARGE OUTPATIENT CLIN- 
ic with opportunity for training and professional ad- 
vancement under the guidance of selected staff and con- 
sultants; salary $9890.00 thru $12,770.00 according to 
training and experience; additional 15% if board_certi- 
fied. Write: Director, Veterans Administration, 
tient Clinic, 35 Ryerson St., Brooklyn 5, N. 


GENERAL PRACTITIONER URGENTLY NEEDED 
Suburban Charlotte, N. C. community; 10,000 drawing 
population; 10 to 15 minutes drive to 3 large hospitals; 
live in best section of Mecklenburg county ; near schools; 
stores; churches and country clubs; office available. 
Contact: J. E. Black’s Pharmacy, Matthews, 
N. C. VE 7-4560. c 


NEW; FULLY EQUIPPED $30,000 CLINIC BUILDING 
in thriving southern Minnesota community available to 
young man interested in independent general practice ; 
qualified technician available; 20 minute drive to ac- 
credited hospital; trade area approximately 4000; mod- 
ern pharmacy in town; Apply to: Community Clinic. 
Ellendale, Minnesota. 


PHYSICIAN—MEDICAL SERVICE; 156 BED GM&S 
hospital; well qualified internist desired; Board Certi- 
fication not necessary; salary determined by individual 
qualifications; licensure in any state and citizenship 
excellent leave and retirement benefits. Con- 

act: Manager, Veterans Administration Hospital. 
‘Amarillo, Texas. Cc 


CERTIFIED OR QUALI- 

by 13 man group in residential community in 
Titinols; State training; age; marital status in reply 
good farts salary and early partnership. Box oad c 


WANTED — GENERAL SURGEON; BOARD CERTI- 
fied; or Board eligible; for 1,000 bed hospital and 
domiciliary; salary dependent upon qualifications. 
Contact: Manager, VA Center, Dublin, Georgia. 
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SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 
ANESTHESIOLOGIST: assn. in PP in fee-for-serv basis, 
hosp in college twn, West, can net to $20, 
ASSOCIATE: Genl. & Thor. surgery w/gyn, sal. for 2 
wre. then prtnrshp, w/Cert Surg. est 14 yrs, huge 


act, MW. 
DERMATOLOGIST: 18-man clin est '07, compl. tab. 
2 modern hosp, rich farm area MW 


facil., 
GENERAL PRACTICE: (a) assn w/28-yr-old practitioner | 
u 


have own independent income, can easily gross 


$25,000 ist yr, wealthy farming, indus & military | 


area of SW having great shortage of phys (b) assn. 
w/yae. peer , est. 4 yrs, unlimited ped $1000 start, 
rshp w/in yr; prosp. farming region Minn. 

INT RNIST: Ast, Dir. clinical resrch, pharm co, MW, 

——_ travel ron contacting phys. in priv. & inst. 
ract. in US, to $16 

ME RECTOR: exp. in dis. of chest & perietries, 

for dual purpose inst, $10,000 & furnished res, full 
Li al ear allownce, travel exp. for inst. business, 
serv, |-mo vacation, etc., 

NEUROSURGE ON: Head new dept. of specialist’s orp, 
bidg, 2 hosp avail, 50-miles from 
$12,000 future | 

p, all under 
lectures & 

semin 
OPHTHALMOLOGIST: 2 Cert Eye men seek top-notch 
Bo’d member or will take yngr man & help him ob- 
tain bo’d qual., satis. sal. in either category, future 


prtnrshp, NEng 
ORTHOPEDIC assn, w/agrp of 3-orthop surg. 
est. 18 yrs, East, $1000 mo ist yr, then ertarehe. 
PEDIATRI ICIANS assn. w/Internist grossing to $30,000, 
flexible assn. initially pending personal 
NY State in rolling hills & lake country, good opptny 
pwd well teats outgoing, socially minded, sophisti- 


ited m 
PSYCHIATRISTS: Full time or part time, Illinois, te 


$14,328 sal. & other income producing opportunities. | 


lib. annual leave, pd. holidays, pension, active psych 
aux. services, opptny PP, area of 


n_250,0 

RADIOLOGIST: assn. w/2 man qre serving priv office & 
5 $17,000 ist yr jowed by East 
SURG Thoracic & Geni, Bo’d Cert or qual in h 
to assoc. w/yng Thor & Geni. Surg. in 

ige comm (175,000) in northwestern Ohio 
SURGEON: NW clin. of special- 
one. clin. bidg., 2 hosp, pro- 

gressive city, $14,0 ist yr, future prtnrshp 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


PSYCHIATRIST—FULL TIME FOR LARGE GENERAL 
hospital*+ with modern psychiatric facilities for adults 
and children; fifty minutes from midtown Manhattan; 
retirement plan, vacation and sick leave; salary open: 
requirements: Board Diplomate in Psychiatry and 
Jersey license. Apply: Superintendent, Bergen Pines 
County Hospital, Paramus, New Jersey. c 


OPPORTUNITY FOR WARD PHYSICIAN ON VERY 
active medical service under supervision of Board in- 
ternist; located near Ozarks; excellent retirement; s' 
and annual leave plans; salary range $9860 to $16, 000 
depending on qualifications. Contact: Manager, VA 
Hospital, Poplar Bluff, Missouri. c 


INDUSTRIAL PHYSICIAN WANTED; FULL TIME; 
no previous industrial experience required; acceptable 
following one year internship or et an modern med- 
ical facilities including opportunity with 
large company: adequate salary and “Trineo benefits. 
Apply: Box 9549 C, % AMA. 


GENERAL PHYSICIANS AND PSYCHIATRISTS 
wanted in progressive moder psychiatric hospital with 
excellent full time staff and visiting consultants; all 
year vacation area; good salary; paid vacation; sick 
leave and liberal retirement benefits. Inquire: Manager, 
VA Hospital, Tomah, Wisconsin. Cc 


ing with finest physical facilities; service is division of 
large general hospital; EEG; neurosurgery; complete x- 
ray and laboratory services; salary open; ready access 

New York Ci A pply: Superintendent, Bergen 
Pines County Hosp tal, Paremens, New Jersey. c 


ALLERGIST PREFERABLY TRAINED; BUT IN- 
ternist, dermatologist, or pediatrician with some train- 
ing or willing to be indoctrinated in allergy will be 


considered; salary—$15,000 to $20,000, depending on | 


qualifications; partnership later; beautiful midwest uni- 
versity city of 275,000. Apply: Box 9579 C, % AMA. 


VASCULAR SURGERY — PRECEPTORSHIP TYPE 
training offered to graduates class A medical schools 
who have completed their general parece: training; op- 

Apply Charles L. 
M Education, leveland Clinie 
Foundation, 2620 East 93rd Street, Cleveland 6, Ohio. C 


GROWING MIDWEST CLINIC NEEDS BOARD CER- 
tifled or Eligible specialists in otolaryngology, ortho- 
pdics, and psychiatry; present staff, age 32 to 38; new 
building addition, doubles size ; early partnership; 'pros- 
perous city of 40, 000 serving 100,000. Write: Box 

9406 C, % AMA. 


INTERNIST—BY GROUP IN CHICAGO SUBURBAN 
area; certified or Board eligible as additional man in 
department of three; good salary with bonus and early 
partnership with no investment; give full details as to 
Pier fieations, age, training and marital status. Box 

0545 C, % AMA, 


GENERAL PRACTITIONER — WANTED TO WORK 
with established doctor rural area 2,600 population ; new 
fully equipped medical center in beautiful Vermont 
village; two open staff hospitals within 20 miles: Con- 
tact ©. John Williams, Committee Chairman, Valley 
Health Center, East Corinth, Vermont. Cc 


POSITION OPEN—PEDIATRICIAN; BOARD CERTI- 
fied or Eligible; 125 bed general hospital ; 25 bed pedi- 
atric service and outpatient pediatric clinies ; basic sal- 
ary and private practice. Write to: Medical Director, 
Knud Hansen Memorial Hospital, Charlotte Amalie, St 
Thomas, V. I., U. 8. A. 


Eliminate 


PINWORMS 
ROUNDWORMS 


PIPERAZINE 
0, “ 


‘ANTEPAR’ SYRUP 


—Piperazine Citrate, 100 mg. per ce. 


‘ANTEPAR’ TABLETS 


Piperazine Citrate, 250 or 500 mg., scored 


‘ANTEPAR’ WAFERS 


~Piperazine Phosphate, 500 mg. 
Literature available on request 


BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York 


WANTED—ORTHOPEDIST; BOARD CERTIFIED OR OTOLARYNGOLOGIST WANTED — TO ASSOCIATE 
Board qualified in full time clinic; Middle Atlantic with young board otolaryngologist near new Stanford 
States; starting income $17,000 with fringe; give full medical school: new office; early partnership; teaching 
particulars in first communication. Box 9546 C, % appointment; California living: Robert J. Forbes, MD, 
AMA. 1100 Laurel Street, San Carlos, California, c 


MEDICAL DIRECTOR OR RESIDENT—ESTABLISHED AVAILABLE GASTROENTEROLOGY FELLOWSHIP 
private tuberculosis sanatorium and adjacent nursing in university hospital eastern beginning October 1 or 
home for geriatric care; 130 beds; complete mainte- January 1; credit toward board of internal medicine; 
nance; salary open. Rocky Glen Sanatorium, Box 449, good stipend; applicant must have one year approved 
McConnelsville, Ohio, Robert King, Business Manager. C residency credit. Box 9591 C, % AMA 


| GENERAL PRACTICE DOCTOR, NEKDED TO 
9543 'C. % AMA 6 eage Write: Dr. Joseph Gleason, 6189 La Palma Ave., Buena 
Park, California. Cc 


located suburban area within 40 miles of Los Angeles WANTED GENERAL PRACTITIONER — EASTERN 
where the group has hospital and clinie building to North Carolina lake resort town; active practice; gross 
gether; starting salary $12,000 per year; progressing ing $26,000 to $28,000; 93% collections; residence avail 
increases and share in profits. Box 9547 C, % AMA. able; physician leaving for residency; for further in- 

formation write: Doctor's Office, Wananish, N. C. Cc 

ation under attractive arrangements; 500-bed modern RN 1° 
Executive Director, St. Barnabas Hospital, New Pag 
York 57. New York Cc people; diversified industry; good hospital facilities; 
¥ financial arrangements flexible. C. F. Harrell, 1903 N.E 

WANTED PEDIATRICIAN—OREGON COAST; SPLEN- 88th Street, Fort Worth 6, Texas , 
did opportunity for practice; initial financing 4 
available. Box 9583 C, % AMA (Continued on next page) 


mints. 
209 
| 
F 
Ge 
| 
4 
i 
: | 
44 
| 
| 
; 
| 
‘ 
ue | or 
Se 
| 
| 
i 
} 
. 
i 
‘ 


Summer 
colds 


There's nothing so 

‘‘miserable’’ as a cold in June (or 
July or August, for that matter) and 
summer fun can get sidelined for the 
duration. But Rynatan keeps heads 
crystal clear all day or all night with 
one oral dose, provides a superior 
vasoconstrictor and two outstanding | 
antihistamines in the Durabond® 


Principle of oral repository release. 


labules suspension 


each 5 cc. of 
contains: suspension contains: 
25.0 mg. phenylephrine tannate 5.0 mg. 
37.5 mg. prophenpyridamine tannate 12.5 mg. 
37.5 mg. pyrilamine tannate 12.5 mg. 


each tabule 


IRWIN, NEISLER & CO. DECATUR, ILL. 


TONICS AND SEDATIVES 
ee 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


Members of a crew on a submarine were 
about to take battle stations. The captain 
was concerned about a young seaman sec- 
ond class whose duty was to close water 
tight doors between certain compartments. 

The captain wasn’t sure if the boy real- 
ized his responsibility so he proceeded to 
| give him a brief lecture. He told him the 
| following. “1. If he failed in his job the 

ship might be lost. This would cost the 
| United States 8 million dollars. There 
| were many specialists aboard and it cost 
the United States thousands of dollars to 
train each of them. These men might 
drown. 3. Therefore, with all this expense 
and all these important men, it is essential 
that he do his job right.” 

| “Yes, sir,” replied the boy, 
me, too. 

The captain stopped worrying. 


“and there’s 


A 12-year-old boy came to his father 
one day and showed him a picture of a 
| girl on a calendar, “Isn't this terrible?” 
| he asked. 

It was a drawing of an alluring girl lean- 
ing out of a bathtub to answer the tele- 
| phone, and skillfully draping a towel across 
| herself. 
The father, not being sure how to react, 
| said, “Why do you think that’s so terrible?” 
The answer was, “The picture is all 
wrong. A girl shouldn’t answer a telephone 
while she’s taking a bath. She could be 
| electrocuted.” 


Riddles of the Week 


Here are some riddles that must have 
astounded you when you were a child and 
may some day astound your children. Per- 
haps you can manage a groan or even a 
smile now. 


Question: What occurs once in every 
minute, twice in every mo- 
ment, and yet never in one 
hundred thousand years? 

Answer: The letter “m.” 


Question: What do you call a man who 
is always wiring for money? 
Answer: An electrician. 


(Continued on page 212) 


J.A.M.A., Aug. 1, 1959 
(Continued from preceding page) 


The 
Medical 
Bureau 


900 North Michigan Avenue Chicago 


AGABEEIS: (A70) Board surg or obgyn to dir de pts 
teh’g hos auspices, city; 
x contract: $12-$14,000, al vel exp. 

AN STHESIOLOGY: Dir bed gen hosp; 
pr 25, area, 

000; imme late "potential, $30,000 

GENERAL PRACTICE: (F86) GP to succeed ahs. long 

estab. Miss; oppor. serve as plant phys; sufficient for 

5 men; excel hosp, busy outpatient dept; present MD 
grosses (F87) GP to artnet ~% oer, estab. 

ice for rs; pa nership; Cali 

GROUP: (DDI) 2a med. needs (j) oph. head 
dept; (k) internist, pref. Trained cardiology; (1) GP; 
cal, basis at least one year; (m) general surgeon; 
50 lige all phases of med; 

s elig. partnership; outside 

INDUSTRIAL PMEDICINE (C3 

Mich, NY, O 


Tex 
INTERNAL MEDICINE: (H56) Ass’n, well estab. intern- 
small town, (H57) Ass’n, med 
ind 3000 e dors, city, East. 
opstt TRICS-GYNECOLOG Ass'n, 23-man 
group; med. school city, MW; oppor. (395) 

’n: small group; resort town, Florida. 

: (E76) Oph: head dept, 36-man group estab. 1915; 
partner after 2 yrs; univ town 80, MW. (E77) 
oph-oto, Dip! both specialties ; one 

ke over all oto; coll town, 100, onn. 
ontHoreDice: (K25) Ass’n, 15-man group; min $1000 
Calif. 
ouTsioe U BB60) oP. Ob-gyn, EENT, Ped; out- 


side Us: 300 ed 
Direct lab., 3 JCAH hosps; comb. 
0 beds; Min. $44, 
: (M50) To direct 150-bed ped. hosp., 
children; Eas 
& Two Board ‘peypblatiot; state hosps; 
MW; $16,500-$19,200 increasing to $22,800. 
SURGERY: (U72) Youn ng gen. surg. qual. in thoracic and 
AF by Board man, FACS, member Western 
ore: dwest city; partner oppor. 


Please send for our analysis form. 


Burneice Larson oirecron 


PEDIATRICIAN—CERTIFIED OR BOARD ELIGIBLE; 
for association with group of certified members; salary 
open; yearly increments; bonus; life insurance program ; 
Detroit, Michigan; forward curriculum vitae to; Box 
9562 C, % AMA 


GENERALIST—OPENING FOR TWO GENERALISTS 
to head active emergency service of well known clinic 
and hospital in Detroit, Michigan; salary open; annual 
increments; bonuses; race ete; address all perti- 
nent data to: Box 9561 C, % AMA. 


WANTED—GENERAL PRACTITIONER AS ASSOCI- 
ate in two man clinic in small central Illinois city; 
years residency in obstetrics or medicine and draft in- 
eligibility would be helpful; Lllinois license; $1,200 a 
month with qualifications: Box 9582 C, % AMA. 


PHYSIATRIST—TO BE MEDICAL DIRECTOR; RE- 
habilitation center; ys 
therapist trainin : $i 
Exchange, 489 ith Avenue, New York City, Patricia 
Edgerly, Director. Cc 

RADIOLOGIST—BOARD ELIGIBLE OR DIPLOMATE; 
associate with radiologist in office; clinic; hospital 
practice; excellent increasing percentage arrangement; 
minimum $15,000 to $20,000 first year; southwest. Box 
9589 C, % AM 


WANTED — UROLOGIST; PEDIATRICIAN AND IN- 
ternist; expanding five man group; midwest; 
college community; prosperous agricultural 
approved hospital; leading to 
clinic membership. Box 9569 C, AMA. 


ANESTHESLOLOGIST WANTED—OUTSTANDING OP- 
portunity to join group in one of California's loveliest 
and fastest growing cities; lucrative practice with ex- 
cellent working conditions; partnership after first year; 
Box 9566 C, % AMA. 


DOCTORLESS COMMUNITY HAS EXCELLENT OP- 
oereey general practitioner; new office building com- 
pletely furnished; drawing population 3500; A-1 hos- 
pital six miles; guaranteed income possible right man; 
Apply David Zaiss, Centreville, Michigan. Cc 


GENERAL PRACTITIONER WANTED AS PARTNER 
To share busy upstate New York practice; compelled to 
reduce work load; no eaver beaver need apply since ob- 
ject is to maintain, rather than increase present prac 
tice; Dr. Morris Eber, Maine, New York. Cc 


WANTED—PEDIATRICIAN FOR SUBURBAN CLINIC 
in New Orleans; present staff includes one pediatrician 
and most of the other major specialties ; percentage with 
potnnet partnership after three years. Box 9515 C, 
AM 


THIRD INTERNIST TO JOIN RAPIDLY GROWING 
mixed specialty group; central New Jersey; 30 miles 
from New York City; population 130,000; full partner- 
ship after twelve months ; teaching affiliation available. 
Box 9420 C, % AMA. 


PHYSIATRIST—TO BE MEDICAL DIRECTOR; RE- 
habilitation center; approved for and 
therapist training; Midwest; $18,000. New York Medi- 
eal Exchange, 489 Fifth Avenue, York 
Patricia Edgerly, Director. 


(Continued on page 217) 
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Prothrombin 


DAYS OF TREATMENT (adapted from Baer, S., et al.: J.A.N 


wih 


:704, 1958) 


SODIUM 


IN MYOCARDIAL INFARCTION AND OTHER THROMBOEMBOLIC DISORDERS 


‘ ® 
According to Link,’ discoverer of Dicumarol: 
“most of the drawbacks of Dicumarol have been over- 
come [with COUMADIN]...It is my firm belief that in 
time it will replace Dicumarol on the basis of its per- 
formance over a wide variety of conditions...” 


COUMADIN CONSISTENTLY PROVIDES 


rapid and sustained effect with low dosage « high pre- 
dictability « ease of control for long periods «+ low 
incidence of “escape” « equal effectiveness by oral or 
parenteral routes « reduced need for frequent pro- 
thrombin time determinations after initial dosage 
adjustment « ready reversibility with vitamin K, 


Complete Information and Reprints on Request 


TABLETS—for oral administration—2 mg., 
lavender, scored; 5 mg., peach, scored; 
10 mg., white, scored; 25 mg., red, scored. 


INJECTION — for parenteral administra- 
tion—Single Injection Units, consisting of 
one vial, 75 mg., and one 3-cc. ampul Water 
for Injection. 


AVERAGE DOSE — initial, 50 mg. main- 
tenance, 5-10 mg. daily, as indicated by pro- 
thrombin time determinations. 

COUMADIN (warfarin) Sodium — manufac- 
tured under license from the Wisconsin 
Alumni Research Foundation — developed 
for clinical use by Endo. 

References: 1. Baer, S., et al.: J.A.M.A. 167:704, 


1958. 2. Link, K. P.: Circulation 19:97, 1959, 
3. Meyer, O. O.: Postgrad. Med. 24:110, 1958, 


ENDO LABORATORIES 
Richmond Hill 18, New York 
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A new emergency treatment 
for shock resulting from burns 


When a serious burn victim 


yA a Sodium Bicarbonate 
and salt solution orally 


administered . . . 


goes into shock... 


Proves an effective 
first-aid treatment. 


... proved in recent clinical tests 


Recent clinical tests by an inter- 
national group of medical scientists 
show that, in cases of shock resulting 
from burns, a soda and salt solution 
taken orally is as effective an imme- 
diate emergency treatment as whole 
blood, plasma, or plasma extender.* 


In the carefully controlled tests, 
with one group taking the saline 
solution and a similar control group 
receiving standard treatment for 
shock, the only variances occurred 
during the first 48 hours. However, 
the saline solution group resisted 


shock, and death from shock, equally 
as well as the control group. Also, the 
first group showed no toxic effects, 
even though large doses of the saline 
solution were administered. 

The ease with which this saline 
solution is prepared—using materials 
available in almost every home— 
indicates that the new method may 
be of great aid in saving lives during 
national emergencies and disasters, 
when professional medical help may 
not be immediately available. 


* See Journal A.M.A., August 11, 1956, pp. 1465-1478 


Church & Dwight Company, Inc. 
70 Pine Street, New York 5, N.Y. 


Arm & Hammer and Cow Brand Baking Soda are 
pure Sodium Bicarbonate, meeting all the require- 
ments of the U.S.P. XV. They may be used when- 
ever Bicarbonate of Soda is indicated or prescribed. 


J.A.M.A., Aug. 1, 1959 
TONICS AND SEDATIVES (Continued) 


Question: Which is the strongest day of 
the week? 
: Sunday, because all the rest 
are week days. 


: If you throw a blue stone into 
the Red Sea, what will it be- 
come? 

: Wet. 


: What is the best thing to take 
when you are rundown? 
: The number of the car that 
hits you. 


Question: Who was the straightest man 
in the Bible? 
Answer: Joseph, because King Pharaoh 
made a ruler out of him. 


From Sunday School 


It is interesting to note some reports that 
have filtered back from children in at- 
tendance at Sunday school: 


When members of a Sunday school class 
were asked to set down their favorite 
adage from the Bible, one youngster care- 
fully printed, “Do one to others as others 
do one to you.” 


PRIVATE 


Asked what he had learned, a 10-year- 
old reported, “Our teacher told us about 
when Moses went behind the enemy lines 
to rescue the Israelites from the Egyptians.” 

“When he came to the Red Sea, Moses 
called for his engineers to build a pontoon 
bridge. After they all crossed, they looked 
back and saw the enemy tanks coming, so 
Moses radioed headquarters on his walkie- 
talkie to send bombers to blow up the 
bridge.” 

His mother was startled. “Is that really 
the way your teacher told the story?” she 
asked. 

“Well, not exactly,” said her pride and 
joy, “But if I told it her way, you would 
never believe it.” 


In another Sunday school the children 
were asked to draw their conception of the 
flight into Egypt. One little girl turned in 
a picture of an airplane with three people 
in the back, all with halos, and the fourth 
without one. 

The teacher asked, “Who is the person 
without the halo.” 

“Oh,” came the answer, “that’s Pontius 
the pilot.” 


(Continued on page 218) 
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ROCHE 


first in the field of amine oxidase inhibitor research 
with the discovery of iproniazid (Marsilid) 


a major breakthrough in the chemotherapy of depression 


now announces a new advanced chemical entity... 


Marplan 


...With two distinct primary effects 


for two important clinical indications 


Angina Pectoris 


in moderately severe to intractable cases 


Depression 


from moderate to deep 
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A new, active amine oxidase regulator 


| 


Marplan 


with two distinct primary effects 
for two important clinical indications 


1. Prophylaxis of pain in angina pectoris 


one of the commonest cardiovascular conditions in medical practice 


2. Relief of moderate and deep depressions 


one of the commonest psychiatric manifestations in medical practice 


What is Marplan? 


Marplan, an analog of Marsilid (iproniazid), is a potent new amine oxidase regu- 
lator. Already evaluated in over 4000 patients, Marplan has demonstrated marked 
beneficial effects in the treatment of two separate and distinct conditions —angina 
pectoris and depressions. Evidence to date indicates that Marplan may also be 
therapeutically valuable in a number of other acute and chronic medical conditions. 
Chemically, Marplan is 1-benzyl-2-(5-methyl-3-isoxazolylearbonyl) hydrazine. 


Marplan for prophylactic management in angina pectoris 


Marplan has proven highly valuable in the management of angina pectoris. 
Marplan reduces the incidence of attacks and diminishes nitroglycerin require- 
ments in 70 per cent of cases.’ Marplan is indicated for symptomatic relief of 
angina pectoris, especially in moderately severe to intractable cases. While 
Marplan frequently abolishes anginal pain, it does not appear to influence the 
EKG. Hence, as with previously available prophylactic agents, it is imperative 
that patients be instructed to maintain the same restrictions of activity in force 
prior to Marplan therapy. 
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Marplan in depression 


Marplan exerts a potent therapeutic action in a variety of psychiatric disorders 
with associated symptoms of depression, withdrawal or regression.**“7 By regu- 
lating amine oxidase levels, Marplan inhibits the breakdown of serotonin, epineph- 
rine, norepinephrine and other biologically active amines which are postulated to 
have a role in the normal function of various brain centers. This sparing action 
on biogenic amines may be one mechanism whereby Marplan elevates mood and 
reverses the depressive symptomatology. Marplan is not a central stimulant of 
the amphetamine type. It is not in any way related to the phenothiazine group 
of drugs nor to other tranquilizer or sedative agents. Marplan is, instead, a meta- 
bolic cellular enzyme regulator which opens a new sector in the field of psychic 
hydrazine therapy. 


The clinical record of Marplan 


Marplan has been under intensive clinical investigation for more than a year. A 
broad clinical research program continues to define the full range of Marplan’s 
applicability. However, already almost 300 research clinicians have evaluated 
Marplan in over 4000 patients.!’ The duration of treatment ranged from less than 
one week to one year. These patients showed an over-all improvement rate of 
approximately 70 per cent. Marked benefits were attained in many severely ill 
patients in the two primary diagnostic categories —angina pectoris and depression. 


Incidence of side reactions 


In one of the largest bodies of clinical material for this new class of drugs, Marplan 
shows one of the lowest recorded incidences of side effects. Particular attention 
was focused on attempts to define as precisely as possible amine oxidase inhibitor 
side effects on a wide range of organs, including liver and bone marrow. Extensive 
clinical studies thus far have revealed no jaundice or liver damage attributable 
to Marplan. Nevertheless, since Marplan is an amine oxidase inhibitor, the same 
precautions should be observed with Marplan therapy as with other amine oxidase 
inhibitors. 

Since Marplan is a potent therapeutic agent affecting many enzyme systems of 
the body, side effects may be expected to occur in a certain percentage of cases. 
Side effects have rarely been severe enough to necessitate discontinuance of 
Marplan therapy. However, as with all agents of this type, the patient should be 
observed for signs of orthostatic hypotension, complaints of dizziness and vertigo, 
constipation, overactivity, jitteriness, insomnia, peripheral edema, weakness, 
fatigue, dryness of the mouth, blurred vision and skin rashes. 
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Dosa ge: As with other potent drugs, for maximum therapeutic effect, the dosage 
of Marplan must be adjusted for the individual patient. Since Marplan has a 
cumulative effect, dosage should be reduced as soon as clinical improvement is 
observed. Many patients may respond to Marplan within a week or less. On the 
other hand, since Marplan acts indirectly (by affecting enzyme metabolism), a 
beneficial effect may not be seen in some patients for as long as three to four weeks. 


Dosage Schedule (in angina pectoris, depression, etc.): The usual starting dose is 
30 mg daily to be given in single or divided doses. The patient should be observed 
carefully and individual dosage adjustment made according to response. Many 
patients will respond quickly to the initial dose of 30 mg daily, and the dosage 
should then be reduced to 10 or 20 mg daily (or less) for maintenance therapy. In 
some patients beneficial effects may not be observed for three or four weeks. 


Since daily doses larger than 30 mg may cause an increase in side effects such as 
hypotension and constipation (see section on side reactions), it is not recommended 


that higher dosages be employed. 


Caution: All patients treated with hydrazine derivatives should be kept under 
close medical supervision. Use of this class of agent should be discontinued at the 
first sign of jaundice or impaired liver function. Periodic liver function tests are 
advised during hydrazine therapy. These drugs are contraindicated in patients 
with a history of previous liver disease or impaired liver function. In patients with 
impaired kidney function, Marplan should be used cautiously to prevent accumu- 
lation and should not be used in epileptic patients. Patients receiving a hydrazine 
in conjunction with drugs such as alcohol, ether, barbiturates, meperidine, cocaine, 
procaine and phenylephrine should be more closely supervised. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


References: 1. Clinical reports on file, Roche Laboratories. 2. W. Hollander and R. W. Wilkins in J. H. 
Moyer, Ed., Hypertension, W. B. Saunders Co., Philadelphia, 1959, p. 399. 3. R. W. Oblath, paper read 
at American Therapeutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 4. I. Kimbell, 
paper read at Cooperative Chemotherapy Studies in Psychiatry, 4th Annual Research Conference, 
Memphis, Tenn., May 20-22, 1959. 5. H. FE Darling, W. Kruse, G. F Hess and M. G. Heermann, Dis. 
Nerv. System, in press. 6. L. Alexander and S. R. Lipsett, paper read at Eastern Psychiatric Research 
Association Meeting, New York, June 9, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York 
Acad. Sc., in press. 8. Reports on file in Department of Pharmacology, Roche Laboratories. 9. L. O. 
Randall and R. E. Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 10. O. Resnick, Ann. 
New York Acad. Sc., in press. 11. G. Zbinden and A. Studer, Ann. New York Acad. Sc., in press. 12. W. 
B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and L. O. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 1959. 13. S. L. Cole, paper read at Amer- 
ican Therapeutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 14. R. J. Floody, 
R. E. Dixon and V. D. Mattia, Jr., Dis. Nerv. System, 19:541, 1958. 15. L. O. Randall and R. E. Bagdon, 
Dis. Nerv. System, 19:539, 1958. 


MARSILID® — brand of iproniazid ROCHE® 


MARPLAN'™ 1 -benzy!-2-(5-methy!-3-isoxazolylcarbony!) hydrazine 
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A ROCHE 


LABORATORIES 
Division of Hoffmann-La Roche Inc + Nutley 10+ N. J. 
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OUR 63RD YEAR 


III. 


ANESTHESIOLOGY: (d) Hd dept; 250 bd, geni, JCAH | 
rms; fee ba 


sis. 
pecialists; sal 
open could net $25-$30,000; N. Y. State. 
FOREIGN: Internist, esp. qual’d, GE or Allergy; 
om forming orp, can accommodate 50; facils, | 
; exel location, Pac Isle. 
GENERA "PRACTICE: (w) Assn, new GP orp; $1-1200 


mo guar, then %; Calif. (x) GP able do anes; priv, | 


ent prest w/surgeon ; need; easily $25- 
.000 yr job ;West-Centr 
INTERNAL MEDICINE: elle. clinic orp; 
cardiology or GE; $18,000 $25, 
(h) Assn 23 man orp; 130 ood AH hsp; $15,000 


uar plus car, 30 ne vac pd, "$3. 4,000 mo pension, | 


8. 000 life insur; 
off}. Oto; ‘asin w/Dipt sal open, about 
ony 00,000 nr med c M 
ssn w/2 Ob- ofe & lab; sal Ist 
yr, then prtnr, possible $45,000 
ORTHOPEDICS: (q) Join 4 man "Ortho dept, excl orp 
serving 300 bd, fully-apprvd hsp; varied & balanced 
practice; active tchg prog; beautiful rural setting; 
salary; pd vac, excl insur prog; E. 
PATHOLOGY: (a) Dir dept; outstandg grp; new post 


serv 2 hsps, totaling 475 bds; sal open; Calif. (b) | 
Prefer Female; asst, few mos, then Chief Path, 175 | 


bd, fully-apprvd woman’s hsp; 

PEDIATRICS: (v) Hd pong 110 bd hsp, oper’g similar to 
Mayo clinic; about $20,000 Ww. 

RADIO ‘OGY: (r) 500 bd, med -schi- affild hsp; new dept; 
equipmt includes rot cobalt; isotope prog; $25,000 Ist 

as assoc w/2 Bd Rads; then prtnr. 
STUDENT HEALTH: i 40 hr 


inte 
open-heart surg; sal, Ist yr; increasg % till full 
prtnr; Ohio. 
eUsASE SEND FOR AN ANALYSIS FORM SO WE 
AY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
ho offer you our best endeavors—our integrity—our 63 
year record of 
STRICTLY CONFIDENTIAL 


WANTED—INTERNIST FOR 40 BED ACUTE MEDI- | 
cal ward; Board certified or Board eligible; salary | 


dependent upon qualifications. Contact: Manager, VA 
Center, Dublin, Georgia. Cc 


WANTED — THREE PHYSICIANS WITH GENERAL 
practice experience to work in admitting office and 
domiciliary; salary dependent upon qualifications. 
Contact; Manager, VA Center, Dublin, Georgia. 


WANTED CERTIFIED RADIOLOGIST IN DIAG- 
nosis and therapy; must have California license. Write 
or Contact: I. I. Lomhoff, MD, Permanente aerate 
Group, 280 W. MacArthur, Oakland, California. 


GENERAL PRACTITIONER—UNDER 40 GROUP 5 
young men; So, Cal. coastal city; $1,000 per month 
plus bonus; partnership 1-2 years. P. O. Box 6592, 
Bryant Station, Long Beach, California. Cc 


INTERNIST URGENTLY NEEDED — PREFERABLY 
Board eligible; hospital affiliated with University of 
Texas Southwestern Medical School. Contact: Manager, 
VA Hospital, McKinney, Texas. Cc 


ORTHOPEDIC SURGEON — BOARD CERTIFIED OR 
board eligible to join two general surgeons in south- 
west; fully equipped new office building; excellent op- 
portunity; give full qualifications. Box 9554 C, % AMA. 


WANTED ANESTHESIOLOGI ae CHIEF OF 
anesthesiology; board or eligib opportu- 
nity in 250 bed general hospital in falti Maryland; 
charges on fee for service basis; Box 9 5 t » Y AMA 


PUBLIC HEALTH OFFICER—WANTED FOR WELL 
established local health department; M. P. H. required; 
salary $12,000 plus travel; retirement; vacation and sick 
leave; Lee County Health Department, Dixon, Illinois. C 


ANESTHESIOLOGIST - BOARD CERTIFIED OR 
qualified; immediate vacancy to join group of anesthe- 
siologists; fee for service; remuneration excellent; West- 
ern Massachusetts; reply: Box 9556 C, % AMA. 


WANTED—GENERAL PRACTITIONER ; SMALL TOWN 
in South Dakota; good hospital and office space; can 
net $25,000 per annum easily; should do some sur- 
gery: Box 9558 C, % AMA, 


GENERAL PRACTITIONER — FOR PHOENIX, ARI- 
zona; opportunity to learn surgery and possibility of 
developing own practice; $1,000 monthly to start; will 
be needed by November, 1959. Box 9592 C, % AMA. 


WANTED DERMATOLOGIST — EXCELLENT OPPOR- 
tunity in Oregon coast city for independent practice; 
space in new, oa with other doctors available. 
Box 9584 C, A. 


MEDICAL DIRECTOR — INDUSTRY; TEXAS; IN- 
ternist preferred; age 40 to 50; $18,000-$20,000. New 
York Medical Exchange, 489 Fifth Avenue, New York 
City, Patricia Edgerly, Director. c 


GENERAL PRACTITIONER WANTED — TO TAKE 
over active practice January or February, 1960; in St. 
Paul, Minnesota; may start earlier on salary. special- 
izing. Box 9585 C, % AMA, 


OPPORTUNITY—GENERAL PRACTITIONER SOUTH- 
eastern South Dakota; town of 1,500; two 250 bed hos- 
a nearby; net 25,000 a year; leaving to specialize: 

ontact Box 9568 C, % AMA. 


(Continued on next page) 


FOR THE PHYSICIAN AND HIS PATIENTS 
WITH DRY, SENSITIVE SKIN...... 


NIVEA CREME 
NIVEA’ SKIN OIL 


and superfatted 


BASIS SOAP 


Trial supply on request 


“LABORATORIES, INC. 


SOUTH NORWALK, CONN., U. S.A. 


In chronic respiratory disease . . . 


“With simple exercise, aerosol therapy, and intermittent positive-pressure therapy, 
many of the diseases now classed as progressive may be slowed—many respiratory 
cripples may be returned to a useful life."” —sadove, M.S. : J.A.M.A. 160:876 (March 10) 1956. 


YOU CAN RELY ON OXYGEN U.S.P. BY 


Linve Company, Division of Union Carbide Corporation, 
30 East 42nd Street, New York 17, N.Y. 


“Linde” and “‘Union Carbide" are registered trade marks of UCC. 
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(Continued from preceding page) 


'W YORK MEDICAL EXCHANGE 
leew venue (Opposite Public Library) 


in Selection Since 1926 


32; N. Y. LI 
Practice ex 
taking 


INTE RNIST GASTROENTEROLOGIST 
cense; desires associate group N or MW 
perience ; trained gastroscopy ar Gil x-ray; 
Boards this October Box 9572 C, % AMA. 


ANESTHESIOLOGIST—-BOARD ELIGIBLE TO 
clate with four man group; midwest; private 
$18,000 first year; then partnership. Box 9564 C, % 
AMA 


MEDICAL DIRECTOR — INDUSTRY; TEXAS; IN- 
ternist preferred; age 40-50; $18,000- 26,000. New York 
Medical Exchange, 489 Fifth Avenue, New York City, 
Patricia Edgerly, Director. 


AND OTOLARY NGOLOGIST—TO JOIN 2 
well established practice. Box 9482 C, 


ASSO- 


PHYSICIAN 
older men in 
% AMA 


WANTED — FULL TIME INDUSTRIAL PHYSICIAN 
for transportation company; good | salary ae excellent 
working conditions, Box 9557 C, “ 

HYGLENE 

whie h 


VETERANS 
outpatient clinic for 
ent Maryland-Virginia 
Board | Certified psychiatrist for full time 
staff includes four full time psychiatrists, 
five psychologists; three psychiatric social workers; plans 
» under way for further expansion to include Day 
Care Program similar to Day Hospital; there are active 
teaching programs in psychiatric, surgical, medical and 
para medical fields through university affiliations and 
regular consultant visits; full time appointment pre 
cludes private practice, but leave for self education or 
for university ation is encouraged; annual salary 
$13,058 to $16,000 depending on qualifications, addi 
tional benefits include 30 days vacation, 15 day sick 
» each year, plus good retirement and insurance 
: applicants must be U. 8S. citizens and be licensed 
in one state or territory, Inquire: John W. Walsh, MD, 
Chief Medical Office, 21st Street and Constitution a 
nue, N. W., Washington 25, c. 


CERTIFIED OR ELIGIBLE; 
immediate 


CHIEF MENTAL 
Kenefits Office 
Washington ) 
area seeks 
Chief, present 


OTOLARY NGOLOGIST 
unexcelled opportunity for well trained man, 
opening to take over large active, top-grade surgical 
and clinical practice grossing $65,000 annually; beau 
tiful Missouri citv of 40,000 with vast drawing area; 
exceptionally well designed and decorated office, 
cluding five treatment rooms, 
new SMR equipment, 10 room intercom system, X-ray 
and laboratory equipment in new medical arts building 
near hospitals; excellent office staff; will introduce; 
urgent community need for replacement; local physi- 
clans pledge support for high calibre man; leaving for 
teaching position September, 1959; practice may be pur- 
chased with or without equipment on extremely mod- 
erate terms; payable over 5 year period. Box 9542 C, 
% AMA 

OFFICER NEUROPSYCHIATRIST TO 

staff of the Civil Air Surgeon, Federal 

Washington 25, D. C., formulate and 

procedures regarding nervous sys- 

tem which airmen undergo for determination of eligi- 
bility for medical Certification; formulate screening 
tests diagnostic and prognostic procedures which pro- 
le means for determining whether airmen meet stand- 
ablished for integrity of nervous system ; salary 
595; applicants must show experienc indicating 
ability to conduct to successful completion important 
research programs, Write to: Chief, Recruitment and 

Placement, Federal Aviation Agency, 16th e Constitu- 

tion Avenue, N. W., Washington 25, D. c 


WANTED ASSOCIATE IN) ANESTHESIOLOGY ; 
Boarded if possible; full time employment in a long 
established and rapidly growing clinie and hospital* + ; 
including many benefits available only in a group; pres 
ent department consists of MD and five nurses; work 
volume over 5000 cases per year exclusive of OB anal- 
wesia, with constantly increasing volume, necessitating 
expansion of department. For particulars, write: 
Morgan Schwab, MD, Chief of Department of Anesthesi- 
ology, Geisinger Memorial Hospital and Foss Clinic, 
Danville, Pennsylvania c 


*HYSICIAN WANTED—POSITIONS AVAILABLE FOR 
physicians qualified and experienced in general medi- 
cine for employment with the United States Govern- 
ment; applicants must be willing to serve in Wash- 
ington, D. (., and accept overseas assignments; must 
be U.S. born citizen; graduate of U. S. Class A 
medical school, and have completed military obligation ; 
salary $10,130 per annum; additional allowances if as- 
a overseas; include all pertinent data in initial 

; personal interviews _ be arranged for those 
Box 367 C, % AMA, 


TWO SENIOR PHYSICIANS; ONE MAN 
woman in State Training School for mental 
y ami convulsive disorders; salary range $8,220 
, consideration given experience; three weeks 
vacation; fifteen days sick time, retirement system; 40 
hour, five day week; requirements: one year internship 
plus three years residency or practice, citizenship and 
Connecticut license; family housekeeping apartments at 
nominal charge; resident medical and dental staff; ped- 
training helpful, Write: Box 9484 
AMA. 


MEDICAL 
work on the 
Aviation Agency, 
review medical exan 


is 
$11, 


WANTED 
and one 


2,500 BED CENTRAL STATE HOSPITAL, NASHVILLE, 
Tennessee; requires board certified psychiatrist to di- 
rect its clinical program; prefer man under 50; posi- 
tion carries faculty status and calls for the usual clin- 
ical skills plus the ability to help coordinate teaching 
program of local medical schools and other graduate de- 
partments; address inquiries to Joseph J. Baker, MD, 
Commissioner, Department of Mental Health, 
dell Hull Bidg., Nashville, Tennessee. 


(Continued on page 222) 


identically furnished with | 


300° Cor- 
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TONICS AND SEDATIVES (Continued) 
Quotes of the Week 


A child’s comment on _ piggy banks: 
“They teach children to become misers 
and parents to become bank robbers.” 

A teen-ager, answering the telephone: 
“Of all the silly things. It’s for you, father.” 

delegate at the closing session of a 
Parent-Teacher Association convention: 
“The thing that gave me the greatest im- 
pression at this convention was the fold- 
ing chairs.” 

Overheard on a bus: “They started out 
with just what they have to have—a bed, 
Stove, and television set.’ 

I'm getting so accustomed to being tense 

that when I’m calm, I’m nervous. 


Anecdotes 


An employment office was checking on 
an applicant’s list of references. “How 
long did this man work for you?” a former 
employer was asked, 

“About four hours,” was the reply. 

“Why, he told us he had been there a 
long time.” 

“Oh, yes,” stated the employer, 
here for two years.” 

It was an attractive coed’s first fraternity 
dance. She and her mother were awaiting 
her escort. 

“Are you sure he’s a good driver?” 
mother asked anxiously. 

“Oh, yes, mother,” the girl replied. “He 
has to be. He can only have one more 
arrest before his driver's license is revoked.” 


“he was 


the 


“How come you never married?” was 
asked of middle-aged bachelor. “You 
know a woman won't bite you.” 

“No,” was the answer, “but they can 
sure gnaw.” 


LIZINE 


BURROUGHS WE! 
Tuckahoe, New York 


BUY 
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THERE’S NOTHIN 
G 
UNDER THE SUN LikE 


WARM, SUNNY AND DRY ALL YEAR 
data free to physicians: P. O. Box 5595, Tucson, Ariz. 


“I just had a shampoo, set, facial, and manicure . . . and now you tell me 
appointment isn't until next Wednesday!” 
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faster recovery, greater comfort 
for your OB-GYN patients 


Administered before and after cervicovaginal surgery, irradiation, delivery, 
and office procedures such as cauterization, FURACIN CREAM promptly controls 
infection; reduces discharge, irritation and malodor; hastens healing. FURACIN 
CREAM is active in the presence of exudates, yet is nontoxic to regenerating 
tissue, does not induce significant bacterial resistance nor encourage monilial 
overgrowth. 


FURACIN CREAM 


BRAND OF NITROFURAZONE 


Furacin 0.2% in a fine cream base, water-miscible and self-emulsifying in body fluids. Tubes of 
$ oz., with plastic plunger-type vaginal applicator. Also available: Furacin Vaginal Suppositories. 


[ } THE NITROFURANS —a unique class of antimicrobials 
e 
*"\o/ EATON LABORATORIES, NORWICH, NEW YORK 
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helps them weather the hay fever season 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
in allergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL. Its 
potent antihistaminic action rapidly relieves nasal blockage, rhi- 
norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms, BENADRYL Hydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,* 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,” 
10 mg. per cc.; and Ampoules, 50 mg. per ce. 
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PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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ANESTHESIOLOGIST Board qualified, Florida 


license. 
f OPHTHALMOLOGIST Texas group urgently 
needs board certified oph. 
EAR NOSE THROAT specialist with group 
i of certified doctors in suburb of large medi- 
cal center. 
AME CLINI UICK™ INDUSTRIAL PHYSICIAN: Pharmaceutical 
‘s concern has position for board internist. Some 
CLINICAL BRIEFS FOR MODERN PRACTICE travel. Salary $16,000.00 ann. 
PEDIATRICIAN for suburban practice. 
ope Other listings equally as attractive 
2-day bil } 
Why is the three-day biliary flush Please write for application. 
DICAL PLACEMENT 
ended after cholecystectomy? ree 
recommended afte cystectomy: 
a To remove stones and debris frequently present in the common duct Atlanta 9, Ga. 
when choledochostomy has not been done. 
$ Source: Best, R. R.; Rasmussen, J, A., and Wilson, C, E.: A.M.A. Arch. Surg. 67:839, 1953. QUALIFIED PHYSICIANS NEEDED IN 2,400 BED 
mental hospital+; salary range $6,505 to $13,970 de- 
pending upon qualifications; 15% additional if Board 
¥ THREE-DAY BILIARY FLUSH* Certified; not to exceed $16,000; approved three year 
psychiatric residency collaborating with Northwestern 
University ; citizenship required. Write: Manager, Veter- « 
ans Administration Hospital, Downey, near Waukegan, 
Illinois. c 
Be ts WANTED—PHYSIATRIST FOR ACTIVE PMR PRO- 
. tablespoons pure cream or olive oil gram in bed hospital treating GMS snd 
with Hadeana able’ patients; urologist to head section of $ 8 in surgica 
- ~9 BECHOLIN Be ta ts service; Salary both positions $9,890 to $12,770, depend- 
BEFORE SUPPER......-....+.+++s0+>-3 tablespoons pure cream or olive oil ing on quali incations; | 15%, additional py if Board 
j Certified. rite: Charles homas rector, 
1 nitroglycerin tablet (1/100 gr.) Professional Services, Veterans Administration Center, 
under the Dayton, Ohio. Cc 
AFTER SUPPER ne 3 DECHOLIN with Belladonna tablets GENERAL PRACTITIONER WANTED IN SOUTH- 
AT BEDTIME... DECHOLIN with Belladonna tables eastern Arizona to join medical staff of copper corpo- 
ration, salary plus allowances; private practice permit- 
ted; office space furnished in corporation hospital; ideal 
*Adapted from Best, R. R., and others: ibie, year around climate; town of 15,000 in heart of his- 
torie Old West. Write to: Chief Surgeon, Phelps Dodge 
Corporation, Douglas Hospital, Douglas, Arizona, out- 
for hydrocholeresis plus reliable spasmolysis lining personal and professional background. « 
WANTED — DIRECTOR OF PROFESSIONAL 
m interns and residents; salary range 0 
DECHOLIN WITH BELLADONNA month; applicant must be of American 
ss i id wi Board ‘of internal Medicine and have had experience in 
iy: (dehydrocholic acid with belladonna, AMEs) administering intern-resident program: teaching abilit 
. in postoperative management —“Hydrocholeretic therapy is [often] employed Hospital, Kansas City, Missouri. c 
as a routine feature...in patients with cholecystectomy, cholecystostomy, GEN ERAL, ACTITIONE OPE {NING FoR you NG 
ilig doctor with university training to join medical group 
Ly and other biliary tract procedures. of 16 in Wisconsin: some ty in cnatetries —- 
t salary leading to membership standing 
in medical management —“...also recommended for patients with a clinical 
history of biliary tract disease when gallbladder disease 
AMA. 
has not been confirmed.”? : 
J WANTED INTERNISTS AND PEDIATRICIANS — 
1, Refresher Article; M. Times 85; 1081 (Oct.) 1957. Board certified or eligible to join group in 
; . . outhwestern Pa, present staff of 45 board specialists; 
2. Bont, 251264 15) 1957. located in modern. well equipped clinic; net starting 
- income $17,000-$25,000 depending on qualifications; 
for hydrocholeresis annual vacation and study periods. Write Box 9511 C, 
% AMA. 
} RADIOTHERAPIST — FULL TIME FACULTY AP- 
i DECHOLIN AMES pointment available in southern medical school; rank 
yh lependent on previous experience; new teaching hos- 
(dehydrochotic acid, pital ‘has ultimate 600 bed ity; individual will 
Available: DEcHOLIN/ Belladonna tablets (dehydrocholic acid, AMES) Toronte Stpervoltage unt in- 
; 3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.) Box 9517 C, % AMA 
, Bottles of 100 and 500. 
wis WANTED — ASSOCIATE IN OPHTHALMOLOGY ; 
DecHoLin tablets: (dehydrocholic acid, AMES) 3% gr. (250 mg.) Boarded if time employment in a jong 
Pe 000; 000. established and rapidly growing clinic and hospital* + 
: Bottles of 100, 500, and 1,000; drums of 5,000. including many benefits available only in a group. For 
oe particulars, write: Alan W. Mahood, MD, Chief, De- 
“* partment of Ophthalmology, Geisinger Memorial Hos- 
2 pital and Foss Clinic, Danville, Pennsylvania. 
WANTED—ASSOCIATE IN PEDIATRICS, BOARDED 
if possible; full time employment in a long established 
and rapidly growing clinic and hospital*+, including 
many benefits available only in a EPneD. For particu- 
lars, write: Samuel S. Morrison, MD, Chief, Depart- 
ment of Pediatries, Geisinger Memorial Hospital and 
Foss Clinic, Danviile, Pennsylvania. c 
— WANTED — ASSOCIATE IN ORTHOPAEDICS; 
Boarded if possible; full time employment in a long 
‘ established and rapidly growing clinic and hospital*+, 
- (Continued from page 218) OTOLARY NGOLOGIST — FOR STAFF OF GROUF including many benefits available only in a group. For 
ving 30, particulars write: Leonard F. Bush, MD, Chief of 
PATHOLOGIST A sician: interested primarily in ENT practice; annual Hospital and Foss 
man, ith for cation; init salary (open) one month vacation; sick leave; compre- | 
- ; ora 4th yes a resident wishing to complete Ot ~H hensive retirement plan. Write to: Medical Director, 
dithons ; good relationship with medical staff. For fur. N. W., Washington 5, D. SPECIALISTS WANTED 
ther dotalis, | ¢ Personnel Di- | WESTERN FOUNDATION FOR CLINICAL RE- 
= eeetor. The Grace Hospital, 4160 John R., Detroit i, search now accepting applications for Fellowship in (BOARD CERTIFIED OR ELIGIBLE) 
chigan, Clinic, Great For company-operated hospital clinic in Saudi Arabia 
4 “ical sta tors; extensive surgi- 
4 trained; 1,195 bed Veterans Administration neuropsy- Chairman, Fellowship Training Program, Western 
i chiatric hospital dynamically oriented; salary range Foundation for Clinical Research, Box 911, Great Falls, OTOLARYNGOLOGIST 
$9,890 to $16,000 depending upon qualifications; Citi- Montana. | PEDIATRICIAN e RADIOLOGIST 
zenship required; area has excellent educational and > | 
cultural opportunities; near Smith College, Amherst gt Salaries in renge of $19,000, depending on 
College, and the University of Massachusetts. Com- GACK SECTION OF New + OF: — : assignment, with definite opportunity to retain 
. # neral practitioner; community situated 63 miles north attractive percentage of gross. Liberal benefit 
secenees yy Veterans Administration Hospital, of Utica, hes winter population of 300 and a summer program; modern family housing; plus educa- 
INTERNIST & GENERAL SURGEON—FOR 390 BED ishing are very good. For further information, write: || Vrite outlining personal and professional his- 
: Veterans Administration Hospital; citizenship —re- Renard Patrick, Town Clerk, Inlet, New York. Cc Retruiting Supervisor, Box 404 
quired; licensed to practice in any state; salary range 
$6,505 to $13,970 depending on qualifications; plus 15% ge ARABIAN AMERICAN OIL COMPANY 
% Hoard Certified or Board Eligible preferred. Write; | cost on "hospital grounds; utilities included; moving 
‘3 Manager, Veterans Administration Hospital, Musko- | expenses will be considered. Contact: Superintendent, | 


gee, Oklahoma, Cc State Hospital, Jamestown, North Dakota. Cc!) (Continued on page 230) 
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Novahistine works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor and 
antihistamine combined in Novahistine relieves 
allergic symptoms more effectively than either 
drug alone. 


Each 5 cc. teaspoonful a Phenylephrine hydro- 
chloride 5.0 mg., Pr ine maleate 12.5 mg., 
Chloroform (approx.) 13.5 mg., |-Menthol 1.0 mg. and 
Alcohol 5%. 


Dosage: Children—1 teaspoonful, 3 or 4 times daily 
Infants—\% to % teaspoonful. Bottles of 4 and 16 oz. 


PITMAN-MOORE COMPANY: Div. of Allied Laboratories, Inc., Indpls. 6, ind. 


Novahistine Elixir 
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tihypertensive effect...fewer side effects 


tranquilizer 


For complete information 

write Professional Services, 
Dept. H2, Merck Sharp & Dohme, 
West Point, Pa. 
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HYDRODIURIL alone 


Ht 


RESERPINE alone 


div, 
Siu. 45 


much more effective 


than either of its 
components alone 


Effective by itself in a majority of patients. Provides smooth, more trouble-free 
management of hypertension. 
Since nyproDIURIL and reserpine potentiate each other, the required dosage of 
each is lower when given together as HYDROPRES than when either is given alone. 
HYDROPRES provides the needed and valuable tranquilizing effect of reserpine. 
Lower dosage may reduce such side effects of reserpine as 
excessive sedation and depression. 

e Arrest or reversal of organic changes of hypertension may occur. 

e Headache, dizziness, palpitations and tachycardia are usually promptly relieved. 
Anginal pain may be reduced in incidence and severity. 

e With HyDROPRES, dietary salt may be liberalized. 
Convenient, controlled dosage. 


25 mg. HYDRODIURIL, 0.125 mg. reserpine. 50 mg. HYDRODIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


MERCK SHARP & DOHME, oivision oF MERCK & CO., INC., PHILADELPHIA 1, PA. 


AND HYD! OF MERCK & CO., ING. 
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G.|. DOSAGE 


FORM 


1/2 strength Miltown (200 mg.) with 


full-level anticholinergic (25 mg.) 


Two dosage forms of Milpath are now available 


MILPATH 200-Each yellow, coated tablet contains 200 mg. 
meprobamate and 25 mg. tridihexethyl chloride. 


DOSAGE: | or 2 tablets t.i.d. at mealtime and 2 tablets at bedtime. 


MILPATH 400—Each yellow, scored tablet contains 400 mg. 
meprobamate and 25 mg. tridihexethyl chloride. 


“g DOSAGE: | tablet t.i.d. at mealtime and 2 tablets at bedtime. 
; Both forms supplied in bottles of 50 tablets. 


: 
200 mg. Miltown® + 25 mg. anticholinergic P| a 
: 
if 
: 
apes 
| 


Milpath 200 


... When the G. I. patient requires increased 
anticholinergic effect with normal levels of tranquili- 


zation, prescribe 2 Milpath 200 t.i.d., or as needed. 


Milpath 200 


... When the G. I. patient requires long-term 


management with established anticholinergic levels 
but with lower levels of tranquilization, prescribe 
1 Milpath 200 t.i.d., or as needed. 


WALLACE LABORATORIES New Brunswick, N. J. 
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J.A.M.A., Aug. 1, 1959 


by E. K. H. 


A well-dressed gentleman entered one of New 
York’s finest restaurants, ordered a gourmet-type 
dinner, topped it off with rare brandy and a cigar 
and called for the maitre d’hotel. 

“Do you recall,” he said, “my being here a year 
ago and having this identical meal—food—cham- 
pagne—everything perfect? Then when I could not 
pay, you threw me out of the restaurant—by the 
back door at that.” 

“Well, sir, we have our orders,” said the maitre d’ 
apologetically. “I’m sorry, sir.” 

“I'm sorry, too,” said the well-fed guest. “Tonight 
I'm afraid I must trouble you again.” 

A rich and haughty social worker, having spent 
several hours visiting a local mental sanatorium, 
decided to telephone her house that she would be a 
little late. 

After waiting some minutes for the operator, she 
started jiggling the receiver impatiently. 

“O. K., honey, O. K.,” came a voice finally. “Keep 
your shirt on.” 

“Why, how dare you!” snapped the dowager. “Do 
you know who I am?” 

There was a slight giggle. 

“No, I don’t, dearie,” came the voice, “but I know 
where you are.” 

e 

Definition of a flirt: 

A girl who believes it is every man for herself. 

The late Joe Frisco, the stuttering comedian, was 
once called to the Internal Revenue office regarding 
several thousand dollars he owed in back taxes. He 
admitted he was still unable to pay and was told 
to come back. 

On his way out he ran into an actor who was also 
behind in his payments. “How much do you owe?” 
he asked. 

“$2,500,” answered the actor grimly. 

Frisco turned to the tax official. “He-he’s a g-good 
k-kid,” he said. “Just p-put it on m-my tab.” 

e 

Another time a friend telephoned Joe to go out 
to the race track early and clock his upcoming 
horses. 

“M-m-y h-h-horses don’t need clocks,” said 
Frisco with a disgusted snort. “W-w-what they 
n-need is c-c-calendars.” 


Ernest Blevins recalls a snowy 3 a. m. last winter 
when he was awakened by a loud knocking at the 
house next door. Knowing his neighbor was slightly 
deaf, he peeked out and saw it was a Western Union 
messenger pounding. 

Blevins, a good neighbor indeed, donned heavy 
socks, boots, storm coat, and hat and trudged over 
to give the messenger a hand. Together they ham- 
mered and shouted till the sleeper awoke and came 
to the door. 

Shivering, the boy handed him the message. 

“Telegram for Ernest Blevins,” he said. 

After looking everywhere for her husband, the 
woman found him in the garden, happily draped 
over a limb of a tree. 

“I'm afraid it’s time for us to leave,” she informed 
the hostess apologetically. “I see Fred is commenc- 
ing his imitation of Spanish moss.” 


“He’s not exactly suffering from insomnia, doctor! 
He's enjoying it!” 
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A potent, low-dose antihistamine 
for allergic patients who must 
remain active and alert! 


HISPRIL 


brand of diphenylpyraline hydrochloride 


Spansule’ 5 mg. 


brand of sustained release capsules 


adlablets 2 mg. 


ADV ANTAG ES * 1. Often works where certain other antihistamines have failed. 


2. Minimal incidence of side effects. 

3. All-day, all-night protection with a single ‘Spansule’ 
capsule q]2h. 

Smith Kline & French Laboratories, Philadelphia 


SMITH 
KLINE & 
FRENCH 
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jr PSYCHIATRIST FOR STAFF POSITION IN CIN- 
(Conn d jrom page 828) cinnati; exceptional o for able p to 


HOUSE PHYSICIANS—NEEDED IMMEDIATELY; 230 participate in expanding treatment. and re- INSURANCE 


communities in Pittsburgh metropolitan area: a license | qualifications and, experience. Write to: 0/1 ASsIST*¢NT MEDICAL DIRECTOR 


one” MD, 
$12,000—$15,000 


50 pe ; apart | 
trator. ‘Sewickley Valley Hospital, Sewickley, Penn. | OR BOARD ELIGIBLE TO 
increasing salary for two years and then partnership; Well established Midwestern Life Company 


sylvania join small clinic in small southern Virginia town; 
WANTED--NEUROSURGEON TO HEAD 30-35 BED | 4 
ary St o 2,/70 depending on qua cations ; Py 
additional pay if Board Certified, Write: Charles C. ag mea in small town should apply: Box 9446 C, rapid advancement to top position. Specifi- 
Thomas, MD, Director, Professional Services, Veterans 
Administration Center,'4100 West Third Street, Dayton, | wanrep — BOARD QUALIFIED INTERNIST WHO cations: age fo forty; specialization in in 
Ohio c wishes to build private practice; to share office ex- ternal medicine desirable; willing to re- 
*nses with internist and two surgeons; share calls with i i - 
GENERAL PRACTITIONER-—-TO JOIN ESTABLISHED locate desirable Midwestern City, popula 
eastern Ohio group of young specialists and general lowa town: 30,000 shopping center for rich farming and tion under 500,000. 
Practitioners ; | academic at- industrial area. Box 9509 C, % AMA. 
mosphere; opportunity to become full partner from start 
$15 y FAMILY PHYSICIANS IMMEDIATE OPENINGS FERGASON PERSONNEL 
15,000.00 depending on training and experience; re- with medical group; southwestern Pennsylvania; ex- NSURA 
tirement program. Box 9452 C, % AMA. cellent educational opportunities; paid annual vaca- INSURANCE PERSONNEL EXCLUSIVELY 
| tion and study period; net starting income $12,000- 330 S. Wells HArrison 7-9040 Chicago 6, Illinois 
PHYSICIANS WANTED--FOR CHICAGO AND SUR- | 17,000 depending on training and experiences no 
rounding su®urbs; there are many full and part time nvestment required. Write: Box 9512 C, % AMA. 
positions available in all specialties for private asso- 
ciations; industry; groups; and institutions; Call or INTERNIST—MIDWESTERN CLINIC GROUP NEEDS | ASSISTANT PATHOLOGIST—-OVER 1000 BED; GEN- 
write Mrs. N. Garland, Director Garland Medical eighth Board Eligible or Certified internist; unusual eral municipal hospital; approved for 4 years of resi- 
Placement, 25 East Washington Street, Chicago 2, Ili | opportunity with no investment for two years. Box dency training; staff pathologist; 3 assistant patholo- 
nois, ANdover 3-0145. All inquiries are confidential. C 9522 C, % AMA, gists; initial salary $7100; Apply, V. LB. Dolgopol, MD, 
Pathologist, Hare Hospital, 526° Lenox Ave., New 
fork 37, New York. Cc 


OPHTHALMOLOGIST WANTED—ESTABLISHED EX- 
panding 20 man grou, located in excellent hospital; 
board eligible or cert.fied; go0d salary for 2 years with 
opportunity for group partnership; or excellent transi- 
tion from resiaency to private practice; apply, Or. 
Charles E. Holzer, Holzer Clinic, Gallipolis, Oh . Cc 


WANTED—GENERAL PRACTITIONER; UNDER 25, TO 
join established four member group, ‘expanding com- 
munity northeast Georgia; new air conditioned grey 
one member returning service; $10,000 start, early pa 
nership. Hill-Burton Hospital, Habersham Medical 
Group, Clarkesville, Georgia, Cc 


ASSOCIATE WANTED—TO A CERTIFIED ORTHO- 
pod; northeastern seaboard area; must be Board Eli- 
gible; excelicnt working facilities; hospital nearby: 
graded salary with partnership arrangement after 2 
years: please give training details. Box 9314 C, % 


STAFF SURGEON WANTED--200 BED GM&S HOS- 
pitat with Board Certified chief surgeon; liberal vaca- 
tion, sick leave, and retirement plan; salary depend- 
ent on qualifications; U. 8. citizenship and state li- 
cense mandatory. Write to: Manager, Veterans Admin- 
istration Hospital, Altoona, Pennsylvania. Cc 


INTERNIST—C. QUALIFIED AS STAFF 
physician in 386 bed liated hospital; citizenship 
required; salary range $9. 2) to $14,685 depending on 
experience or Certification. Write: Director, Professional 
Veterans Administration Hospital, Des 
owa. 


WANTED—GENERAL PRACTITIONER; KANSAS: TO 
associate with Board Certified surgeon; salary Ist year 
$ ; percentage or a if desired ; open im- 

no t large drawing 
area; 100 bed hos ital “with full 
tist, and certified radiologist. Box 9312 Y AMA. 


PEDIATRICIAN OR GENERAL PRACTITIONER FOR 
group of ten including specialists, having own labora- 
tory, X-ray and physical therapy department; highly 
regarded group engaging in some prepaid medicine ; 
growing practice in growing northwest city. Western 
Clinic, 1119 A Street, Tacoma, Washington. Cc 


OBSTETRICIAN-GYNECOLOGIST — CERTIFIED OR 
Board Eligible; nine partner group with one other ob- 
stetrician and gynecologist; college town of 15,000 in 
northern Minnesota; generous salary with early part 
nership. Contact: H. B. Cope, MD, Lenont-Peterson 
Clinic, Virginia, Minnesota. Cc 

WANTED — BOARD CERTIFIED PATHOLOGIST TO 
direct municipal laboratory serving New York State 
city of 80,000 and 350 bed general hospital; salary 
open; liberal retirement program; excellent technical 
staff and equipment; should be licensed in New York 
State. Reply: Box 9505 C, % AN 


RADIOLOGIST — FOR PARTNERSHIP IN ESTAB- 
lished hospital and group practice; ——_ percent- 
age goes from $18,000 to $32,000 in five ; give full 
qualifications, biography, availability frst, “Vetter. Box 
9502 C, % AMA. 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS WANTED — PHYSICIAN WITH EXPERIENCE 1X 
Desenex attacks fungous infections caused by dermatophytes which denendent upon qualifications: Contact: 
affect the horny, keratinized layers of the skin. 

FAMILY PHY Sit IAN OR YOUNG INTERNIST; FOR 
Athlete’s foot is a fungous infection of the skin involving the superficial | s@listion with group in queas; auactive salam early 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings the || WONDERFUL WISCONSIN 


Where working and living is a 


antifungal agent into intimate contact with the invading organism for 
a most effective method of treatment. POSITIONS AVAILABLE 


Desenex, a combination of zinc undecylenate and undecylenic acid — PSYCHIATRISTS 


an unsaturated fatty acid with an 11-carbon chain — has resulted in PHYSICIANS 
high percentage of “clinical” cures . . . proved to be among the Wisconsin Psychiatric Hospitals 


Salaries: 


least irritating, and best tolerated of all potent fungicidal agents. Poyuiclans $ 9,324-$12,504 


® Psychiatrists ... $10,104-$18,684 

CONTACT: Leslie A. Osborn, M.D., Director, 

ointment & solution & powder 1 i S FF ii FX (Mattia Division of Mental Hygiene, 1552 University 
Avenue, Madison 5, Wisconsin 


Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Belleville 9, N. J. 
PD-96 (Continued on page 232) 
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in obesity management 
... the ncentive plan 


YOUR PATIENT CHARTS HIS OWN 
PERFORMANCE LINE against your PREDICTION LINE 


In giving each patient his ten-week chart of predicted 
weight-loss, you provide weekly goals as incentives for 
adhering strictly to your prescribed diet. 


As the patient records his weight-loss performance 
week by week on the same chart, he experiences the 
satisfaction of achieving these goals you have set. 
And, equally important, he quickly sees the 
consequences of caloric overindulgence. 


Each packet of ten charts includes a calorie nomogram 
— a time-saver in determining predicted weight-loss 
on the reducing diet you prescribe. 


Exclusively for physicians —A professional service of the 


Lakeland, Florida 


* Lakeland, Florida 
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J.A.M.A., Aug. 1, 1959 


— 525 BED 
nse or 

: salareing present, staff; $16,000 guaran 

first year. Box 9479 C, % AMA. 


OALR —- EXCELLENT IMMEDIATE OPENING FOR 
man, Certified or Eligible; to join busy department in 
well established midwest clinic in city of re. popu- 


N 1 it } d lation area 200,000. Box 9513 C, % 
Oo onger l OTOLARYNGOLOGIST WANTED TO TAKE OVER 


lucrative practice in Maryland on temporary or perma- 
a bests; no investment required. Write: Box 9383 C, 


Yr ANESTHESIOLOGIST — FOR BROOKLYN AREA; 
ere 6) Board Eligibility = required; must have New York 

state license; group partnership; first year income 
$15,000. Apply: Box 8223 C, % AMA. 


hd PSYCHIATRIST—$19,000 FIRST YEAR; NO LIMIT TO 
e ere increase if willing to work; interest in analytically- 
oriented ycehotherapy; large Montana town. Box 

9495 C, % AMA. 


WANTED — ENT MAN; ESTABLISHED GROUP IN 
Indiana; Board qualified or Eligible; salary open; ex- 
cellent future practicing with well trained men.’ Box 
9 Yo AMA. 

GENERAL SURGEON—YOUNG, AMBITIOUS; FOR 5 
man group; large midwestern city; salary first year 


then percentage; must be willing to help some general 
practice. Box 8270 C, % AMA 


ASSOCIATE OPHTHALMOLOGIST WANTED—BOARD 
Certified or Eligible; private practice Detroit; submit 
—— qualifications in first letter. Box 9353 C, 


WANTED — DIRECTOR OF MEDICAL EDUCATION, 
St. Vincent Hospital, Erie, Pennsylvania; 427 adult 
beds; 65 bassinets; salary to be based on experience; 
applications will be received until September 1, 1959. C 


by to Kentucky town of 25,000; earl: 
to $16,000 first year. Box 7100 


Pruritus is relieved rapidly and erythema and lichenification of the skin SPECIALISTS WANTED--PEDIATRICIAN AND IN- 


ternist for three doctor clinic and _ hospital 


are reduced within a short period after initial application of NEO-CoRT-DOME. mae eee eee 


Secondary infection is controlled and the normal pH of the skin and external ANESTHESIOLOGIST—BOARD CERTIFIED OR ELI. 


auditory canal is restored and maintained with NEo-CorT-DoME. firs letter. Box 9430 In 
FOR INFECTIOUS DERMATOSES AND OTITIS EXTERNA 


istration Hospital, Miles City, Montana. 


™ GENERAL PRACTITIONER—TO sein HIGH QUAL- 
ity medical group in city of 30,000; no 

- ample fringe benefits; starting net income, $15,000. 
Fairmont Clinic, Fairmont, West Virginia. Cc 


CREME AND LOTION pH 4.6 PEDIATRICIAN — BUSY, CERTIFIED PEDIATRI- 
cian; upstate New York; desires associate, Certified or 
fPoome } Qualified. Box 9529 C, % AMA. 


Hydrocortisone—Neomycin—In Aluminum Acetate Vehicle ’ PHYSICIANS PLACEMENT SERVICE 


INCORPORATED 
The A. M. A. offers placement assistance 
Note: Lotion is especially effective in hairy areas and in IN EXCLUSIVE through the Physicians Placement Service, 


tissue folds. Supply: %% or 1% hydrocortisone, with ACID MANTLE Council on Medical Service, as N, Dearborn, 
: ‘ || Chieago 10. This service is for the use of 

5 mg per gat. Neomycin Sulfate in % os. 1 VEHICLE physicians seeking a location, as well as phy- 

squeeze bottles. (4 oz. size has special soft plastic tip |] sicians seeking an assistant or associate. 

for easy application into external ear in otitis externa). 


Sample and literature available on request. 


° INTERNS AND RESIDENTS WANTED 
DOME CHEMICALS INC. 2 a The x signifies a hospital approved for internships 
the + approved for residencies in specialties 
125 West End Avenue, New York 23 ay) the Counel on Motos Educetion and Hooptals 
2 the A . A. Consult Council’s approved lis 
665 N. Robertson Blvd, Los Angeles 46 for types of internships and residencies approved. 
In Canada: 2675 Bates Road, Montreal CAREER AND REGULAR RESIDENCIES IN. PA- 
thology in large general medical and surgical hospital+ ; 
very extensive autopsy and surgical pathology material; 
4-year Board approval in PA and CP; clinical pathol- 
ogy program includes didactic as well as practical 
instruction; have affiliation for gynecologic and pedi- 
atric pathology; 5 full time Certified pathologists; 
salary $3,150 to "$9,890; must Ss. graduate 
of approved medical school and be licens in at least 
an ‘Gan Write: Chief, Laboratory Service, Veterans 
(Continued from page 230) | NEUROSURGEON WANTED — BOARD OR BOARD = Administration Hospital, Hines, Illinois. D 
CK > INITY : gist; medical school affiliation; research opportunities; RESIDEN 
“county seat town of 2.200: new hospital to be construct. | Commensurate with experience; bonus; insurance; |" one year; VA hospitals: Los Angeles: amliated with 3 
ed this year; minimal investment for office equipment; social security. Box 9496 C, % AM medical ‘schools mg +" —_ maintenance available 
terms arranged. Write or call: Henry Rock, MD, | WANTED—YOUNG GENERAL PRACTITIONER AP- pa at 
American Falls, Idaho. proved industrial hospital and clinic; financial remun- UCLA: year tale 
eration excellent; salary plus extras; please give perti- dent eligible for acceptance by VA center; Los Angeles 
OTOLARYNGOLOGIST NEEDED BY LARGE SOUTH- nent aatreaation in first letter. Box 1296, Miami, ari. for remainder residency requirements. Write: Manager. 
western clinic group; Board Certified or Eligible fo zona VA Hospital, Sepulveda, California. D 
join two man department; rapidly expanding clinic in ANESTHESIOLOGIST—BOARD ELIGIBLE; GRADU- | 
ae hee ate of approved medical to join established group | AVAILABLE SEPTEMBER 1, 1959; APPROVED. RO- 
a ow Eee practicing in a large private hospital; ideal working | tating internship; general hospital*+; 25% clinic beds; 
conditions and new hospital facilities; midwest. Box 40,000 visits annually; emergency room and OPD medi- 
WANTED — WELL QUALISZED YOUNG GENERAL 9458 C, AMA. cine; surgery; gynecology ; 
practitioner for town of 1000, drawing area 12,000; | eyncy; hospital has cardiac; isotope; SEG labs; 
southeast New York; 40 bed ‘fully equipped hospital | PEDIATRICIAN WANTED—ESTABLISHED 14 MAN | Soproied residencies medicine: surgery 4 years: cardio- 
available; very agreeable offer can be arranged; state — in Indiana needs second man in vascular disease; intern stipend $225 month; room; 
full particulars Ist letter. Box 9485 C, % AMA. oard Qualified or Eligible: starting salary $15,000; board; laundry:’ uniforms. Write: Director Medical 
with well trained men. Box | Training, St. Mary’s Hospital, Cincinnati 14, Ohio. D 
CALIFORNIA MEDICAL By AGENCIES—FOR 
an and medical proper- | UROLOGIST—COGNIZANT OF DISADVANTAGES OF | PSYCHIATRIC RESIDENCIES AVAILABLE—IMME- 
thes for, sale. veast Colorado Strest, Fesadone, solo practice; to join two man urological partnership 
alifornia, an 1 . roadway Street, Los An- in southern California; salary to start; association later “i 
geles 14, California. Cc if personalities prove ‘compatible. Write, giving back- close personal supervision covering | hospital; day ns 


° er ital; out patient; 
ground and salary expected, to: Box 9413 C, % AMA. child’ goidense areas; program under Kansas Ci gen: 


WANTED — MAN TO ASSOCIATE WITH BOARD ae eral hospitals*+. Address ype Robert H. Barnes, 
Certified surgeon and general practitioner; midwest MD, Kansas Mental Health Foundation. 
clinic; no investment needed; $12,000 start; permanent teal elinie in northern California; _ Position available 2200 McCay, Kansas City 8, Miseourl D 
associate desired; no objections to recent interne. Write u . 1959. Write for details Box 8160 C, % 
to: Box 9508 C, % AMA. AMA,’ 


(Continued on page 242) 


232 
4 | 
| 
{ 
Sy 
] 
| 
j 
| 
i 
» 
€ 
a 


NOW 
ORAL TREATMENT OF RINGWORM INFECTION 


ty 
4 he LV Ni 
i | 


FUNDAMENTALLY NEW THERAPEUTIC APPROACH...” 


Griseofulvin 


Representing the achievement of a long-sought therapeutic goal, GRIFULVIN is the first 


oral antifungal agent that is effective in many common superficial fungous diseases:"* 


Wi Tinea corporis usually clears in 2 to 4 weeks; itching stops in 3 to 5 days. 

Tinea pedis usually requires 3 to 6 weeks to clear. 

Wi Tinea capitis usually improves in 2 to 3 weeks. 

Hi Onychomycosis takes 3 to 4 months to clear, but new normal nail growth is seen earlier. 


Mf Oral GriFuLvIn appears to have a very low level of toxicity...no evidence of damage 


to liver or kidneys. 


STRIKING CLINICAL RESULTS IN FUNGOUS INFECTION OF THE SKIN, HAIR, AND NAILS 
In two clinical studies'* comprising 41 patients, all dermatomycoses caused by any species 
of Trichophyton, Microsporum or Epidermophyton showed a uniformly favorable response 
to GRIFULVIN. Patients found rapid relief from itching; infected palms soon lost their 
hyperkeratosis; normal sweating, long absent, returned; normal growth replaced infected 
nails, and scalp lesions disappeared in two weeks. Subjective complaints by patients were 
few and mild. 

See professional literature for details of administration and dosage. 


Supplied : 250 mg. scored, aquamarine tablets, imprinted McNEIL, bottles of 16. 


(1) Williams, D. I.; Marten, R. H., and Sarkany, I.: Lancet 2:1212 (Dec. 6) 1958, (2) Blank, H., and Roth, F J., Jr.: A.M.A. Arch, 
Dermat, 79;259, 1959. (3) Goldfarb, N., and Rosenthal, S. A.: Current M. Digest 26:99, 1959. (4) Wrong, N. M.: Canad, 
M. A. J. 80:656 (April 15) 1959, 


(McNEIL) 


McNEIL LABORATORIES, INC > PHILADELPHIA 32, PA. 
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T. rubrum infection of 7 years’ duration. After 4 months of treatment with Grirucvin. Same patient after 6 months of treatment 
with Grirucvin, 


T. rubrum infection of 20 years’ duration. Before treatment, After 1 month of treatment with Grirucvin, 


M. canis infection of 6 months’ duration. Before treatment. Three months after therapy with Grirutvin, 


The patients shown above received Grirutvin brand of griseofulvin. Photographs by courtes, of Harvey Blank, M.D.; Miami, Fla. 
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i DRAMATIC IMPROVEMENT IN TRADITIONALLY REFRACTORY RINGWORM INFECTIONS - 
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CHLORAMBUCIL (tormeriy inown as ¢. 8. 1348) 


FOR CHRONIC LYMPHOCYTIC LEUKEMIA 


A derivative of nitrogen mustard, it has provided amelioration of follicular lym- 
phoma, lymphocytic lymphoma with or without leukemia, and Hodgkin’s disease. 


Sugar-coated Tablets of 2 mg. 


BUSULFAN 


FOR CHRONIC MYELOCYTIC LEUKEMIA 


*‘Myleran’ has been reported to induce remissions, lasting up to two years, in chronic 
myelocytic leukemia. In addition to the decrease in total white cell count and a 
selective reduction of immature myeloid cells, it usually gives, early after its ad. 
ministration, a rise in hemoglobin level and pronounced subjective improvement. 


MERCAPTOPURINE 


FOR ACUTE LEUKEMIA AND CHRONIC MYELOCYTIC LEUKEMIA 


‘Purinethol’ provides worth-while temporary remissions, either partial or complete, 
in a high percentage of patients. In general, a higher proportion of children than 
adults with acute leukemia respond favorably. 


Tablets of 50 mg. 


Facilities for complete and frequent blood counts must be available for patients 
receiving ‘Leukeran’, ‘Myleran’ or ‘Purinethol’. 


Full information about these products will be sent on request. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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MORRIS PLAINS, WJ. 


after the coronary 
Peritrate improves blood flow 
..With no significant 

drop in blood pressure 


Peritrate aids in the establishment of vital collat- 
eral circulation in the postcoronary patient. 


Peritrate is a selective vasodilator that works 
almost exclusively on coronary vessels with only 
minimal peripheral effects. It increases coronary 
blood supply without significant fall in blood pres- 
sure or increase in pulse rate. Prescribe Peritrate 
20 mg. q.i.d. for your postcoronary patients. 


Peritrate mg. 


brand of pentaerythrito! tetranitrate 


With the aid of 
Peritrate, compensatory 
collateral circulation 
develops 
around damaged 
myocardium. 
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FOR ANXIET particutarty when 


expressed as apathy, listlessness and emotional fatigue 


TYPICAL PRESENTING SYMPTOMS 


loss of normal drive insomnia 
inability to concentrate anorexia 

or work effectively vague fears 
indecisiveness undue preoccupation 
irritability with somatic complaints 
crying spells wide swings of mood 


generalized discomfort 
headaches 

dizziness 

palpitations 
hyperventilation 
epigastric distress 
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TABLETS 


brand of trifluoperazine 


‘Stelazine’ is indicated for anxiety that takes the form of apathy, listlessness and emotional 
fatigue. 

Four noteworthy characteristics of ‘Stelazine’, brought out in clinical studies in over 12,000 
patients, are: 

% may be effective when other agents fail 

% side effects usually slight and transitory 

% fast therapeutic response with very low doses 

* convenient b.i.d. administration 


“THE INDIFFERENCE WHICH OCCURS COMMONLY WITH [MOST] 
OTHER TRANQUILIZERS WAS ABSENT.”?! 


This observation about ‘Stelazine’ points to what may be one of the most important and 
distinguishing characteristics of the drug—that is, ‘Stelazine’, while relieving emotional 
distress, does not “tranquilize’” your patients out of normal activity or normal aims. 


AVAILABLE for use in everyday practice—1 mg. tablets, in bottles of 50 and 500. Literature 
available on request. Smith Kline & French Laboratories, Philadelphia. 


REFERENCES: 1. Gearren, J.B.: Dis. Nerv. System 20:66 (Feb.) 1959. 2. Margolis, E.J.; Pauley, W.G.; Cauffman, W.]., 
and Gregg, P.C.: Scientific Exhibit at the 12th Clinical Meeting of the American Medical Association, Minneapolis, Minn., Dec. 
2-5, 1958. 3. Phillips, F.J., and Shoemaker, D.M.: ibid. 4. Ayd, F-J., Jr.: Clin. Med. 6:387 (Mar.) 1959. 
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isturbance: 


patients chemical and psychic 


Substantiated by published reports of leading clinicians: 


- effective control 
of allergic 
and 


inflammatory symptoms™ 


minimal disturbance 
of the patient's 
chemical and psychic 


4 
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At anti-inflammatory and antiallergic levels ARISTOCORT means: 


* freedom from salt and water retention 
¢ virtual freedom from potassium depletion 
¢ negligible calcium depletion 
euphoria and depression rare 
no voracious appetite —no excessive weight gain 
low incidence of peptic ulcer 
* low incidence of osteoporosis with compression fracture 
Indications: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
dermatoses; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias, 
Precautions: With aristocort all traditional precautions to corticosteroid therapy should be ob- 
served. Dosage should always be carefully adjusted to the smallest amount which will suppress 
symptoms. After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually. 


Supplied: Scored tablets of 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./ce.). 


References: 1. Feinberg, S.M., Feinberg, A.R., and Fisherman, 
E.W.: J.A.M.A. 167:58 (May 3) 1958. 2. Epstein, J.1. and Sher- 
wood, H.: Connecticut Med. 22 :822 (Dec.) 1958. 3. Friedlaender, 5, 
and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.A.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.; Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and Rheu- 
matism 1:215 (June) 1958. 10. Hartung, E.F.: J.4.M.A. 167973 
(June 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. Pract. 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.: Ann. Rheum, Dis. 17:398 (Dec.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5:716 
(Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54648 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.4.M.A. 167:959 (June 21) 1958. 17. DuBois, E.F.: J.4.M.A. 
167 :1590 (July 26) 1958. 18. McGavack, T.H.; Kao, K.T.; Leake, 
D.A.; Bauer, H.G., and Berger, H.E.: Am. J. Med. Sc. 236:720 
(Dec.) 1958. 19. Council on Drugs: J.4.M.A. 169:257 (Jan. 17) 
1959. 20. Rein, C.R.; Fleischmajer, R., and Rosenthal, A.R.+ 
J.4.M.A. 165 :1821 (Dec. 7) 1957. 
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Without patient discomfort 


The MS-300 is ideal for electrical stimulation of enervated 
muscle tissue. This compact unit produces a modified 
square wave pulse with a width of approximately 500 
microseconds. Muscle contractions are obtained with vir- 
tually no skin sensation. Pulse rate may be varied from 
1 to 85 per second to ‘insure the most effective therapy 
for the condition being treated. Either individual con- 


4 ) tractions or a smooth tetanic contraction may be produced 

i § b H | by simple adjustments of the rate control dial. Pulse width 

eo) A i remains constant regardless of rate or amplitude changes. 

i *) For complete information on the MS-300 see your local 

} ’ Burdick representative or write directly to the company. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 

Branch Offices; NEW YORK * CHICAGO * ATLANTA * LOS ANGELES 

Dealers in all principal cities 


(Continued from page 232) RESIDENCIES IN PSYCHIATRY—LARGE PRIVATE 
; approved for one year; has openings 
uates of approved schools for third, fourth and 
fifth years of residency with salary range of $6,100 to 
$7,500; maintenance or house available at very low 
cost. Apply: Dr. J. Butler Tompkins, Brattleboro Re- 
treat, Brattleboro, Vermont, D 


PSYCHIATRY RESIDENCY—-IMMEDIATELY AVAIL- 
able; active 1,000 bed mental hospital+; approved 
three year program; balanced clinical and didactic 
training under close supervision; affiliation with medi- 
cal schools of universities of lowa and Nebraska; sal- 
aries $10,200 to $12,300. Write: W. C. Brinegar, MD, 
Superintendent, Mental Health Institute, senate: RESIDENCY INTERNAL MEDICINE NOW AVAIL- 


lowa. able; approved 3 year program; general hospital* +; 
25% clinie beds; 40,000 visits annually emergency 

APPROVED RESIDENCIES IN MEDICINE, PULMO- room and opd; hospital has cardiopulmonary; isotope ; 
nary <seansee, pathology, and psychiatry available EKG labs; stipend Ist year $275 month; room; board; 
canary? 1960; 700-hed county hospital near New uniforms; laundry. Write: Director, Medical Training, 
York ity: exceptional educational opportunity; only St. Mary's Hospital, Cincinnati 14, Ohio. D 


applicants who have completed one-year approved in- 
ternships will be senneeree stipend $200 monthly plus WANTED—ONE GENERAL PRACTICE RESIDENCY 
complete maintenance. Aopy: Superintendent, Bergen available immediately; 150 bed general hospital located 
Pines County Hospitals +, Paramus, New Jersey. D in beautiful coastal community of 65,000; year round 
recreational aetivit salary $600 per month; must be 
I. 8. citizen. Write to: Administrator, San Luis Obispo 
ral Hospital, San Luis Obispo, California. dD 


ANESTHESIOLOGY RESIDENCY—CAREER SPECIAL 
resideney available jointly with University of lowa hos- G 
pitals+; fully approved two years; salary commensu- 


rate with background up to maximum of $9,800; 500 FLORIDA ORTHOPEDIC RESIDENCY—AVAILABLE 


bed general hospital with multiple approved services; 
citizenship required. Apply: Manager, Veterans Hos- orthopedics and’ Art 
pital, lowa City, Lowa. D year residents $325 per month. Chief of Ortho- 


TWO YEAR GENERAL PRACTICE RESIDENCY ; 342 Pedics, Orange Memorial Hospital, Orlando, Florida 
bed general hospital+; excellent training facilities; one 
position available: United States citizenship required; ROTATING RESIDENCY AVAILABLE NEAR CLEVE- 


Salary $425 ner month. Address: Medical Director, land, Ohio; ater — per month, partial maintenance. 
Sonoma County Hospital, Santa Rosa, California. D | Rox 9559 D, 


OBSTETRICS-GYNECOLOGY RESIDENCY — 
proved first year training; 300 bed general hospital* +; 
large clinic service; stipend $250 monthly and full 
maintenance. Write: Residency Committee, Memorial 
Hospital, Charleston, West Virginia. dD 


FIRST YEAR RADIOLOGY RESIDENCY—UNIVER- 
sity hospital*+; available immediately; unexpected 
vacancy; beginning full three year program. Apply: 
H. M. Stauffer, MD, Department of Radiology, ons 7 


University Hospital,’ Philade ‘iphia, Pennsylvania 


WANTED—RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern men 
tal hospital+; excellent teaching program; therapeutic; 
$5,280-$6,600. Box 9552 D, % AMA. 


WANTED — RESIDENT PHYSICIAN FOR BOUND 
Brook Hospital, 507 Church St., Bound Brook, New 
Jersey; JC peoredited Call or write for ap- 
pointment: EL 6-140¢ D 


SURGERY—4 YEAR APPROVED RESIDENCY LN 650 
bed County charity teaching hospital*+ in midwest; 
applicant must be graduate of approved medical schoo! ; 
to begin August 1, 1959. Apply: Box 9548 D, % AMA. 


PEDIATRIC RESIDENCY—800 BED; COUNTY GEN- 
eral hospital affiliation with children’s hospital; all new 
pediatric facilities open in six months; training super- 
vised by full time pediatric specialist; plentiful mod- 
erately priced housing; complete single maintenance $75 
in pleasant, community, to Sierras and 
three rtunity for local 

practice; generous ‘beniefits include vacation free | 

medical care; omery: $3, firs $3,900 s 
year; requircs California Hie ibility. Contact: 

Medical Director, Fresno County ospital, Fresno, 

California. D 


PSYCHIATRY RESIDENCY — THREE YEAR AP- 
proved program in 1,250 bed Veterans Administration 
general hospital; southwest; closely affiliated with 
medical school; 400 bed psychiatric service with pre- 
dominantly acute patients; services include female psy- 
chiatric ward, neurology, consultations on medical and 
surgical patients; follow up clinic; mental hygiene clinic 
scheduled to open July, 1959; exte nsive research facili- 
ties available; salary range $3,250 to $4,165; also 
available under career program; $6,505 to $9,890, Box 

9389 D, % AMA. 


RESIDENCLES—MENNINGER SCHOOL OF PSYCHI- 
atry; approved three year program; balanced clinical 
and didactic training including psychotherapy and 
somatic therapies, outpatient and child psychiatry; at 
VA, State and Menninger Hospitals; affiliated with 
Topeka Institute for Psychoanalysis; five year appoint- 
ments combining residency and staff experience for 
Board Eligibility available at staff salaries. Write: 
Registrar, Menninger School of Psychiatry, Topeka, 
Kansas. D 


RADIOLOGY RESIDENCY AVAILABLE 705 BED 
general hospital*+; midwest; complete resident train- 
ing for American Board of Radiology; large new de- 
partment including therapy and_ isotope divisions; 
complete teaching facilities; staffed with three Board 
Certified radiologists and six residents; 39,145 exami- 
nations, and 2,142 therapy patients treated last year; 
good private housing facilities available; stipends from 
$325 to $400 per month. Apply: Box 8258 D, % AMA. 


RADIOLOGY RESIDENCY—THREE YEAR APPROVED 
program in 1,300 bed general hospital+, affiliated with 
Baylor University College of Medicine, Texas Medical 
Center, complete training in diagnosis, therapy includ- 
ing supervoltage, and radioisotopes; must be 
citizens or graduates of U. S. or Canadian Medical 
Schools. Manager, Veterans Administration Hospital, 

Houston, Texas. D 


WANTED—FOR JULY 1ST FOR SOUTHERN HOSPI- 
tal*+ two junior assistant residents for fully accredited 
four year surgical program with rotation through surgi- 
cal specialties; applicants from approved medical schools 
desired; beginning stipend $2,400, increasing to $3,6 

for — year; full maintenance. Apply: Box 9480 D, 

Jo AM, 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clin- 
ical experience; opportunities for clinical, teaching and 

search appointments in hospital*+ and medical col- 


lege after completion of training; approved internship re- 
quired, Write: C. M. Landmesser, MD, Director of An- 
esthesiology, Albany Medical Center, Albany, New ~*~ 


RESIDENCIES—INTERNAL MEDICINE; 1,300 BED 
hospital+; 3 year; Baylor University College of Medi- 
cine affiliation; includes all subspecialties under super- 
vision of Board Certified cre: $3,250 to $4,945; 
must be graduate of U. 8S. or Canadian medical school; 
appointments available for 1960. H. D. Bennett, MD: 
Veterans Administration Hospital, Houston, Texas. 


ONE YEAR APPROVED MEDICAL RESIDENCY 
available for American graduates 200 bed hospital asso- 
ciated with 31 man specialty group; good opportunity 
for outpatient service; salary $300 monthly plus housing. 
Write: Dr. L. E. Wold, Fargo Clinic, Fargo, North 
Dakota. Dd 


RESIDENT PHYSICIAN—118 BED GENERAL HOS- 
pital; $300 per month plus maintenance; must be grad- 
uate AMA approved school; general services ; no Ex- 
change Visitors; openings, October and February. Apply: 
Administrator, The Valley Hospital, Ridgewood, New 
Jersey. D 


ANESTHESIOLOGY RESIDENCIES--AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, MD, 
Director of Anesthesiology, University of Minnesota 
Hospital, Minneapolis, Minnesota. D 


IMMEDIATELY AVAILABLE — PATHOLOGY RESI- 
dency; approved for 2 years; California license re- 
quired; salary ist year $350 monthly & <r 
2nd year $400 monthly & maintenance. Apply: J. 
Kirshbaum, MD, Pathologist, San Bernardino county 
Hospital, San Bernardino, California. 


(Continued on page 246) 


J.A.M.A., Aug. 1, 1959 
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Novahistine works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 


Each long-acting tablet contains Phenylephrine HC! 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 


Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Ailied L ies, 6, Indiana 


Novahistine 
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epilepsy 
PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THERAPY 


“The most effective form of psychotherapy is to demonstrate to the patient that his 
seizures can be adequately controlled by the use of anticonvulsant medication.”! 


A REQUISITE FOR THERAPY: 
: THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
effective anticonvulsants for most clinical needs 


bibliography: (1) Carter, S. M.: M. Clin. North America: $15 (March) 1953. (2) Chao, D. H.: Ibid., p. 465. (3) Good- 
man, L, S., & Gilman, A.: The Pharmacological Basis of Therapeutics, ed. 2, New York, MacMillan Company, 1955, 
p. 187. (4) Davidson, D. T., Jr., in Conn, H. EF: Current Therapy 1958, Philadelphia, W. B. Saunders Company, 
1958, p. 568. (5) Zimmerman, F. T.: New York J. Med. 55:2338, 1955. (6) French, E. G.; Rey-Bellet, J., & Lennox, 
W. G.: New England J. Med. 258:892 (May 1) 1958. 
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FOR CONTROL OF GRAND MAL 
AND PSYCHOMOTOR SEIZURES 


DILANTIN’ KAPSEALS® 


- DILANTIN Sodium is a most useful nonsed- 
ative anticonvulsant.”2 
“Coincident with the decrease in seizures there 
occurs improvement in intellectual performance. 
Salutary effects of the drug on personality, mem- 
ory, mood, cooperativeness, emotional stability, 
amenability to discipline... are also observed, 
sometimes independently of seizure control.”? 
A drug of choice for control of grand mal and 
of psychomotor seizures, DILANTIN Sodium (di- 
phenylhydantoin sodium, Parke-Davis) is supplied 
in many forms including Kapseals of 0.03 Gm. and 
of 0.1 Gm., in bottles of 100 and 1,000. 


PHELANTIN’ kapseats 


“When it has been demonstrated that the com- 
bination of Dilantin and phenobarbital is helpful 
in a patient and that these drugs are well tolerated, 
the use of a combination capsule, PHELANTIN, is 
often a great morale builder because it enables 
the physician to reduce the total number of pills 
or capsules the patient is required to take. It is a 
cheaper form of prescription and it also prevents 
the patient from manipulating the dosage of his 
drugs.””4 

PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles 
of 100. 


FOR THE PETIT MAL AES 


MILONTIN: kapseats - 


After five years of study, using MILONTIN in a 
series of 200 patients with petit mal epilepsy, one 
investigator reports: “Results confirm our previ- 
ously published data on a smaller number of cases 
and show that MILONTIN is an effective agent for 
the treatment of petit mal epilepsy .. . relatively 
free from untoward side effects.” 

MILONTIN Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. Suspension, 250 mg. 
per 4 cc., 16-ounce bottles. 


CELONTIN’ kapseats 


In a recent study, 76 patients were treated with 
CELONTIN for periods up to two years. Included 
in this group were 34 patients with psychomotor 
seizures, 29 with petit mal, and 13 with other 
types. Forty per cent had marked benefit with 
CELONTIN (less than half their previous number 
of seizures), and all but 35 per cent experienced 
some degree of improvement. Marked benefit was 
obtained in 55 per cent of patients with petit mal 
and in 33 per cent of those having psychomotor 
seizures.® 

CELONTIN Kapseals (methsuximide, Parke-Davis) 


0.3 Gm., bottles of 100. 
PARKE, DAVIS & COMPANY IP): 
DETROIT 32, MICHIGAN * 
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CAMP SUPPORTS FOR NEPHROPTOTIC 
AND VISCEROPTOTIC CONDITIONS 


VISCEROPTOSIS 


Many physicians prescribe Camp ptosis 
garments as an important measure in the 
treatment of visceroptosis. A support 
(with pad if indicated) applied with the 
patient in the partial Trendelenburg posi- 
tion will help support and maintain the 
viscera in as nearly a normal position as 
possible, reducing the drag on the fixed 
duodenum, Camp visceroptosis garments 
have been scientifically designed with two 
sets of adjustment straps; this allows the 
lower strap to be drawn tightly while the 
upper strap is comfortably snug. Pre- 
scribe a Camp Visceroptosis Support 
through your local dealer . . .‘ your 
patient is assured prompt expert fitting. 


S.H. CAMP and COMPANY 


(Continued from page 242) 


POSITION AVAILABLE FOR GENERAL —— 
rotating residency immediately in 244 acute bed county 
general hospital; accredited by JCAH; $600 per Tmontit 
plus attractive five room furnished home; must be citi 
zen of USA. Apply: Medical Director, Merced County 
General Hospital, Merced, California. 


WANTED—SURGICAL RESIDENT; GOOD VOLUME 
general and traumatic owe 180 bed hospital; eastern 
state: please supply all personal, schooling and ‘training 
details, date of ‘vailabitit first letter; salary 
$ per month. Box 9519 D, % A. 


PATHOLOGY RESIDENCY—TWO YEAR PROGRAM IN 
pathological anatomy; room, board, laundry and $300 
per month; graduate of AMA approved school pre- 
ferred. Saint Joseph's Hospital*+, Lancaster, Penn- 
sylvania, D 


THREE YEAR APPROVED RESIDENCY IN OBSTET- 
cy for first per resident 

bed general hospital*+. 

Apply: edical Education, The Toledo 
Hospital, Toledo 6, Ohio. D 


RESIDENT WANTED—FIRST OR SEC- 
ond year; approved program; 335 bed county general 
hospital; $200 per month; plus maintenance. Apply: 
Executive Director, Duval Medical Center, Jacksonville, 
‘oric 


PEDIATRIC 


NEPHROPTOSIS 


In nephroptosis, many surgeons report 
relief from symptoms in a large percent- 
age of patients by the use of abdominal 
supports. The support should be applied 
in the recumbent or partial Trendelen- 
burg position. Many use no pads, others 
use an occupancy pad accurately placed in 
the front of the support to assist in the 
uplifting of the kidney. Camp nephrop- 
tosis supports and pads are especially de- 
signed to meet this specific need of mech- 
anical support. Camp fitters are trained 
to cooperate and follow your instructions. 
Prescribe Camp Nephroptosis Supports 
through your local dealer for best re- 
sults. 


Jackson, Michigan 


ANESTHESIOLOGY—ONE FIRST OR SECOND YEAR 


approved residency available immediately; stipend $250 } 
$300 second year, plus apartment allowance | 


first year, 
for married residents. 
Cleveland, Ohio. 


Apply: Fairview Park 


ANTED — APPROVED ROTATING 
available for October, 1959; January and July, 1960. 
Apply: Director, South Baltimore General Hospital* +, 
1213 Light Street, Baltimore 30, Maryland. D 
RESIDENT IN PATHOLOGY—1ST TO 4TH YEAR; 400 
bed hospital; 3 pathologists; medical school affiliation; 
Salary range $250 to $400. Apply to: Pathologist, West 
Suburban Hospital, Oak Park, Illinois. D 


ROTATING INTERNES. REPLY: GOUVERNEUR HOS- 
pital, Medical Superintendent, 621 Water Street, New 
York 2, New York, ORegon 3-0200. D 


RESIDENCY AVAILABLE—OBSTETRICS AND GYNE- 
cology; three years Board seprored: midwestern medi- 
cal school. Box 9441 D, % AMA. 


LOCUM TENENS WORK WANTED 


LOCUM TENENS GENERAL PRACTITIONER; AVAIL- 
able for Chicago area from beginning of August, '59, 
end of September. ‘59. Box 9581 H, % AMA. 


| EENT SURGEON — 


J.A.M.A., Aug. 1, 1959 


SITUATIONS WANTED 


ITALIAN GRADUATE; EXPERIENCED IN SURGERY 
four years; lies; pediatrics; tropical diseases; 
Italian, French, , Spanish; available even for a 
short trial time; available July, 1960; seeks position as 
resident physician or yay | re in private hos- 

ital; in any hospital in U: Write to: Dr. Andrea 
Sazzurro, Corso Buenos Genova, Italy. 


OBSTETRICIAN-GYNECOLOGIST — BOARD ELIGI- 
ble; university trained; superior recommendations; 
successful experience; amiable; proven gynecologist sur- 
geon; 33; married; family; service completed; Protes- 
tant; desires promising opportunity; permanent various 
licensure. Box 9588 1, % AMA 


RESIDENCY WANTED—OBSTETRICS; GYNECOLO- 
gy; or surgery; first year beginning in Sept. 1959 or 
January 1960 in approved hospital; 34 years old; resi- 
dent MD in Germany desires to ‘immigrate to USA; 
have 1 year internship; and one half year in obstetrics 
in USA. Box 9563 1, % AMA. 


INTERNIST GASTROENTEROLOGIST MAYO AND 
University trained—Experience includes gastroscopy, 
bone marrow and peripheral vascular diseases; formerly 
medical school faculty; desires position as internist 
or director of professional of 

arge teaching hospital. Box 9575 1, % AMA 


WANTED POSITION IN RADLOLOGY—RADIOLOGY 
resident just finishing third year wishes to locate in 
Western states or Minnesota; have license in California 
oad Kansas; available October 15th. Box 9594 I, % 

MA. 


WELL EXPERIENCED BRITISH PHYSICIAN; AGE 
44; would welcome administrative position with private 
clinic hospital; public health dept., ete.; also interested 
in anaesthesiology: Address Medico; Penny Lane Post 
Office, Liverpool 15, England I 


LADY DOCTOR — INDIAN GRADUATE; 28 YEARS 
old; 5 years hospital experience accompanying husband 
to U. S. A. seeks residentship in good hospital and 
specialize in gyne, midwifery or pediatrics. Write: Box 
9565 1, Y% AMA. 


iF IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physician for private practice, 
industry or public health, please write for recommen- 
dations. Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. 


RADIOLOGIST—CERTIFIED IN DIAGNOSIS THER- 
apy and isotopes; 3 years radiology experience; seek 
as director of radiology department; excellent 
background. Box 9587 I, % AMA 


EARLY 40's; 
150-200 bed 
England. Box 


PATHOLOGIST—-BOARD CERTIFIED; 
desires relocation in active, progressive 
Ohio, Pennsylvania or New 
9590 I, AMA. 


PSYCHIATRIST—34; BOARD ELIGIBLE; UNIVERSI- 
ty trained; broad experience; desire position in aca- 
demic setting or ome in general psychiatry; pre- 
fer southeast: Box 9567 I, AMA. 


GENERAL PRACTITIONER--34; ENGLISH; MARRY- 
ing soon; six years varied experience; seeks opening in 
New York state; association: partnership or succession 
after introduction. Box 9571 I, 


UNIVERSITY TRAINED RADIOLOGIST RESIGNED 
teaching position and desirous of permanent employ- 
ment; will accept temporary coverage until permanently 
located, Box 8297 I, % 


YOUNG GP LOOKING FOR ASSOCIATION OR PART- 
nership in Illinois, preferably Chicago area. Box 
9580 1, % AMA. 


WANTED—INTERNAL MEDICAL PRACTICE SAN 
Francisco Bay area; fourteen years of active practice in 
Ohio; relocating. Box 9574 1, AMA. 


ANESTHESIA—AVAILABLE SEPTEMBER 1; 
ern California; fill in, vacation, full time; 
gible; Los Aneeles County General trained. 
Elesh, MD, 9415 Cresta Drive, Los Angeles 


SOUTH- 
Roard Eli- 
Fred 8. 
35, Cali- 

I 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January ist; three years’ training; general surgery; 
two years’ training. thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue. Chicago. 1 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri- 
vate practice, assistants or associates, industry. public 
health. Please write for recommendations. Shay ae 
Agency, 55 E. Washington, Chicago. 


RADIOLOGIST. 36; BOARD ELIGIBLE; UNIVER- 
sity training in diagnosis, therapy and isotopes, several 
years hospital practice of radiology; consider any loca- 
tion. Box 9536 1, % AMA. 


CERTIFIED PA OR CP; SEEKS 
location in coastal area; licensed Connecticut and Cali- 
fornia; prefer general hospital, posi - 
tion: solo or assistant. Box 9537 I, AMA. 


BOARD ELIGIBLE; AGE 45 
wishes to relocate; interested in teaching; can do 

and Maxillofacial; Maryland license; re- 
Box 9481 I, % AMA 


YOUNG_ EXPERIENCED PHYSICIAN AVAILABLE 
from July thru September 1959; for vacation coverage 
in hospital, or summer camp or locum tenens; general 
practice. Box 7421 I, % AMA. 


INTERNIST—AGE 38; MARRIED; PART I BOARDS; 
no military desires ¢linic or _ association, 
Kentucky or environ, Box 9535 I. % AMA 


PATHOLOGIST —34; 


years; 
eye surgery 
muneration secondary. 


PROFESSIONAL AND TECHNICAL AIDES 


TULARE KINGS COU . HOSPITAL— SPRING- 
ville, California ; ADA dietitian; open 
; it better qualified at third step $415; 
year; 
MD, Medical Director, Tulare Kings Counties Hospital, 
Springville, California. L 


(Continued on page 250) 
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To Insure Prompt, 


Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
suppository form — insures 
intle bufvetfective bowel 


evacuation. 


Works exclusi ely by contact — 
Barts on the large bowel lone. 


equally effective whether 
ministered orally or by sup- 
pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or ‘2 hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative 


Ardsley, New York 
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(HYDROCHLOROTHIAZIDE) 


improves any 
for 
hypertension 
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*1t’s as easy as 1, 2,3 to use 


(HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


- Add or adjust other agents as required: nyprRoDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 
other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HyYDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 
HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


mo) MERCK SHARP & DOHME, Division of Merck & Co., Inc. Philadelphia 1, Pa. 
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J.A.M.A., Aug. 1, 1959 


| MINNESOTA—-LAKE MINNETONKA AREA; SUBUR- 
| ban Minneapolis; general practice established 6 years; 
| $40,000 gross; excellent water sports and ideal suburban 
| 


living ; will introduce and arrange terms. Box 9528 P, 
% AM: 


MISSOURI—GENERAL PRACTICE FOR SALE DUE 
to dissolution of partnership; 1958 gross $47,000; new 
34 bed county hospital in town in scenic Ozarks; popu- 


= iation 2,000, shopping center for 10,000; equipment 

EE. and practice for one-half of investment in equipment 

can be handled with no down payment. Box 
9595 P, % 


NEWARK, N. J. — X-RAY MATTERN; 100 m a .2 
tubes; with fluoroscope; in excellent condition ; electro- 
cardiograph 2 years old; short wave cauterizer; office 
equipment and instruments; to be sold very reasonably 
separate or together by retiring physician; very nice 
house; centrally located; containing office and living 
quarters; also availeble, Call BL 3-4271 between 6-7 

Pp. m., or write: Box 9570 P, % AMA. 


NEW JERSEY—DOCTORS RESIDENCE; EXCELLENT 
address; contains 4 apartments and 6 professional 
suites; completely air conditioned; off street parking; 
near modern 400 bed hospital; 25 miles from New York 
City; suitab'e for medical group or clinic; will rent 

yoy or without option to purchase, Box 9560 P, % ' 


BLOOMFIELD, NEW JERSEY—MODERN DOCTOR'S 
office and living quarters; ideal for obstetrician, gyne- 
cologist, general practitioner, etc.; practice and home 
priced right for quick sale. Write: Joseph Bonvini, 
P. O. Box 173, Nutley, New Jersey, NU 2-3900. Pr ¥ 


NEW YORK-—-EXNT PRACTICE; THRIVING INDUS- 
trial medical school medical 
, . ° center; well equipped office with complete files; reason- 
Skin graft donor site after 2 weeks’ treatment with... able rent; desirable location in medical center; gross 
x ¢ arranged; moving out of state. 

ox 9578 AMA. 


petrolatum gauze-—still FURACIN gauze— 
largely granulation tissue completely epithelialized NEW YORK—OPPORTUNITY AVAILABLE; LUCRA- 

tive; unopposed general practice to take over in upstate 
New York; combination office-home for sale; terms to 
be arranged; three hospitals ge! 15 minutes driving 


OBJECTIVE EVIDENCE OF Repty: Box 9083 


NEW YORK—GENERAL MEDICAL PRACTICE FOR 
sale; Woodmer, Long Island, home with doctor's office 


: was obtained ina quantitative study of 50 donor sites, OHIO INTERNAL MEDICAL PRACTICE ESTAB- 
a lished fourteen years; industrial city 350,000; fully 
ri each dressed half with FURACIN gauze, half with petrolatum equipped; centrally located; three open staff hospitals: 
ps . terms; lease available; gross over $30,000; leaving state. 

gauze. Use of antibacterial FURACIN Soluble Dressing, Box 9573 P, % AMA. 

‘ with its water-soluble base, resulted in rapid and TEXAS — FOR SALE; GENERAL PRACTICE WITH 

equipment; gross over $45,000; very few house calls; 

* complete epithelialization. No tissue maceration occurred modern air-conditioned with plenty parking. Phone 

Dallas, Texas, Whitehall 2-1256 after 6 p. m., Huston 
in FuRACIN-treated areas; no sensitization was reported. Pearson, MD, 715 Mayrant Dr. P 
Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145:169, 1957 TEXAS—GULF COAST; PATHOLOGY PRACTICE AND 


complete equipment for sale; present volume ideal for 
man seeking semiretirement but can be expanded; 


FURACIN’. « brand of nitrofurazone — for 
° erms ssible. 95% >, GY AMA, 
a broad-range bactericide that is gentle to tissues “ 


WASHINGTON—GENERAL PRACTITIONER TO TAKE 


spread FuRACIN Soluble Dressing: FURACIN 0.2% in water- over established practice rural area; 45 miles from 
. lik b f ] th ] ] l Seattle; mountains with skiing; streams and forest 

soluble ointment-like base of polyethylene glycols. setting; proper ancillary services available; equipment 
for sale; immediate income; will introduce. Lauren H. 

sprinkle FURACIN Soluble Powder: FuRACIN 0.2% in powder Lucke, MD, Sultan, Washington. P 
base of water-soluble polyethylene glycols. Shaker-top vial. weer moerrral, 
privileges in small community; good schools and all 

FURACIN Solution: FURACIN 0.2% of churches; summer resort, fruit, and farming; three 

y i ent 0. an water. small industrial units supporting community; income 

po yet ylene glycols 65%, wetting ag % adequate; can double with small amount of surgery 


with obstetrics; three bedrooms in house with office 


: EATON LABORATORIES, NORWICH, N.Y. attached; on low rental; all for cost of fixtures, terms. 

ay Box 9491 P, % AMA. 

i class of antimicrobials— 

Nitrofurans—a NEW f antimicrobials FOR SALE—HOME-OFFICE COMBINATION; FOUR- 
neither antibiotics nor sulfonamides ° teen room house; 3 rooms, % bath; large hall for offices ; 


good parking area; two car garage; near modern open 
staff hospital, no EENT, orthopedic, FACS in city; am 
retiring. Box 9539 P, % AMA. 


PRACTICE FOR SALE—DERMATOLOGIC PRACTICE, 
well established; Chicago area; good opportunity for 


somebody finishing residency. Box 9531 P, % AMA, 
(Continued from page 246) CALIFORNIA — FOR SALE OR LEASE; ACTIVE ¢ 
growing general practice in 
SCHNICIAD SNERAL ZDICAL tion in 1958 96%; hospital facilities within one block; 
AL, open staff; if interested contact me immediately please ; APPARATUS ETC. FOR SALE 
i Government; requirements, under 38 years of age, U. 8. ar wrtite because of health reasons. Box 9478 P, 
of x-ray laboratory procedures ; % AMA GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
4 military obligation completed; willing to serve overseas; . al 
3 beginning salary, $4,490 per annum; additional allow. | CALIFORNIA—FURNISHED HOME AND ADJACENT | medical and electrocardiographic equipment; available 
ance when assigned overseas; request initial reply in- office of sole practitidner in community fifty miles from at all district offices: United States and Canada; deal 
5 clude personal, professional, and military background; Los Angeles; doctor retiring because of poor health. directly with factory organization; all sales and services 
personal interview will be arranged for those who are Mrs. Robt. Flagg, Rt. 1, Box 211A, Fillmore, Cali- personnel factory-trained; prices include installation 
ry accepted, Box 8289 L, % AMA. fornia. E and operating instructions. Write to: B-8, General 
; FLORIDA — FOR SALE; WELL ESTABLISHED | Electric Company, X-ray Department, 4855 Electric 
“ PRACTICES FOR SALE dermatological practice with a completely equipped | Ave., Milwaukee 1, Wisconsin. Q 
CALIFORNIA GENERAL PRACTICE FOR  SALE— office in Sarasota, Florida. P. 0. Box 3636 P 
7 Limitless opportunity growing southern California; FOR SALE — 2 USED RITTER CHAIRS; 2 USED 
816, oboe linutes. to EYE, EAR, NOSE AND AT Ritter units; 1 new table and unit. Dr, Vincent Len- 
approximately minutes to our driving practice ; specialty for 39 years; no real estate; cost about Jenesee y » 
time to mountains, beaches, ete.; growing practice $6,000; to retire: will sell for $000 cash. 8.'G. Hands, | D2&'™on, 4 South Genesee St., Waukegon, Illinois, 
gross collected 1958, $48,000; must sell due to residency MD, 910 First National Bldg., Davenport, Lowa. > DE 6-5556 
program by May 15, 1960; office is rented; eam, Sates: 
able; selling price previous vear gross collected 8.000 HU ATT se. | LARGEST STOCK OF USED-RECONDITIONED AND 
CRASS, | Write oz OE 7 equipped office; spacious home; two car garage; patio; of diagnostic and therapy units; delivered, installed, 
CALIFORNIA—-FOR IMMEDIATE SALE; GENERAL swimming pool; will help finance and introduce; spe- guaranteed and serviced. Write for details of deferred 
practice; clalizing. Box 9586 P, % AMA payment plan and new accessory price list to: The 
available; doctor suffered sudden ness; practice 
community 35 years; new local hospital facilities; ideal | MICHIGAN—WELL ESTABLISHED EYE, EAR, Nose | Kt#mer X-Ray Company, Inc., 217 E. 23rd Street, New 
growing community; 48 miles north of San Francisco. and throat practice in city of 100,000; owner is diplo- York 10, New York. Q 
Write: Mrs. Allen K. MeGrath, Box 64, Sonoma, mate and wishes to retire after 25 years. Box 9483 P, 


California P i % AMA. (Continued on next page) 
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BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


desirable assistants 
for your institution 


can be contacted thru 


A CLASSIFIED ADVERTISEMENT 


* in the JOURNAL 


The Willows Maternity 


Sanitarium, Inc. 
Since 


D. HAWORTH, Supt. 
Tel. Westport 1-2104 


2927 Main . Kansas City 8, Mo. 


_to use. Assures patient comfort . 
application for First Aid and Hospitals. 
| Speedily bandages fingers, toes, hands, feet, legs, 
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QUICK, EASY, ECONOMICAL DRESSING 
Tubegauz* 


SEAMLESS TUBULAR GAUZE 


All-pur pose 

Bandage 
With NEW 
“‘Cage-T ype”’ 
Applicators 


TUBEGAUZ is easy, quick, neat and economical 
. . an excellent 


arms, head and body. Especially adapted for hard- 
to-bandage parts and areas. 


Write today for the FREE 32-page booklet, ‘‘New 
Techniques of Dressing With Tubegauz.”’ 
Surgical Supply Division 


Tue Scuott Mec. Co., Inc. 


213 W. Schiller St., Chicago 10, lil. 
62 W. 14th St., New York 11,N.Y. 3223 E. 46th St., Los Angeles 58, Calif. 


Ciba Pharmaceutical Products, Inc. . or + 


INDEX TO ADVERTISERS (Continued from preceding page) FIRM PAGE 
FIRM PAGE | USED PHYSICIANS HOSPITAL AND LABORATORY M 
Abbott Laboratories ate City 22, Wallace & Tiernan, Ene. 230 
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surgeon, and an internist; 


SUITE IN 
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F Stuart Co 
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ONE STORY MEDICAL BUILDING 


Geigy Pharmavsutivals .........:.. 33, 50-51, 247, 252 available; ideal for EENT, derm, alrg, dent, or other | Tucson Sunshine Climate Club ...,....:ceesseeee 218 
| specialty, Write: E. H. Thomson, 933 San Jose Ave., w 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...””" 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


Butazolidin 


(phenylbutazone Geicy) 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”2 Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”2 Spondylitis: All patients 
“..-experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
Patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (phenyl- 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone Geicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; methylbro- 
mide, 1.25 mg. 
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the orally effective 


antifungal antibiotic for ringworm 


rapid clearing of ringworm of skin, hair and nails 


due to Microsporum, Trichophyton, Epidermophyton organisms 
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Seleting presents... 


+penetration — first oral fungistatic agent 
to permeate keratin from inside out 
—FULVICIN acts systemically on fungi 
in dermis, hair and nails 


effectiveness — improves and clears tineas 
of scalp, body and feet in 2 to 3 weeks, 
of nails (onychomycosis) in 3 to 4 months, 
regardless of previous duration’ 

. rapid relief of itching 

. rapid loss of hyperkeratosis 

.rapid return of normal perspiration 
... rapid disappearance of viable fungi 
from infected hair and nails 


safety — well tolerated in therapeutic doses 
... the few side effects reported (gastric 
discomfort, diarrhea and headache) are mild 
and transient 


For complete information about dosage, 
indications and precautions consult 
the Schering Statement of Directions 


Packaging: Futvicin Tablets, 250 mg., bottles of 30. 


References: (1) Williams, D. I.; Marten, R. H., and Sarkany, I. : 
Lancet 2:1212, 1958. (2) Blank, H., and Roth, F.J., Jr.: 

A.M.A. Arch. Dermat. 79 :259, 1959. (3) Goldfarb, N., and 
Rosenthal, S. A.: Current M. Digest 26:67, 1959. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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now “a fundamentally new therapeutic approach 


4 


FIRST EFFECTIVE PENETRATION OF KERATIN—FROM THE INSIDE 


Pathogenic fungi invade 
and proliferate in the 
stratum corneum 


(and also in 
keratinized 

part of nails 
and hair), 


where they 

are usually 
inaccessible 

to treatment 
from the 
outside by 
topical 
antifungal 
agents, even 
with the aid 

of keratolytics, 


Following oral 
administration, 

FULVICIN is 

absorbed and 

incorporated 

in newly 

growing 

dermal cells. 

As these cells 

approach 

the surface 

and become 

keratinized, 

they retain 

sufficient 

amounts of 

FuLVICIN to 

provide fungistasis. 

‘ FuLvIcIN has also 
been identified in hair shafts 
in fungistatic concentrations.” 


“CURLING FACTOR” INHIBITS FUNGAL GROWTH 
—PERMITS OUTGROWTH OF HEALTHY TISSUE 


Hyphal (filamental) 
tips of fungi are 
curled, 

contorted and stunted 
by Futvicin’ 
Growth 

ceases, 

further 

penetration 

of keratin 

halts, and 

the fungal 

disease is arrested. 


Fungus immobilized 
by Futvicin 

is cast off 

as keratin 

grows out 

and sloughs 

off. Healthy 
tissue 

replaces 

infected 

keratin of 

skin, hair or nails, 


References: (1) Williams, D. I.; Marten, R. H., and Sarkany, I.: Lancet 2:1212, 1958. (2) Gentles, J. C.; Barnes, M. J., and Fantes, K. H.: Nature 
183 :256, 1959. (3) Brian, P. W.; Curtis, P. J., and Hemming, H. G.: Tr. Brit. Mycol. Soc. 29:173, 1946. 
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(H.W.&D. brand of lututrin) 


IN PREMATURE LABOR 
AND DYSMENORRHEA 


LUTREXIN has been used successfully in functional dysmenorrhea’* 
for the past six years, as well as in selected cases of premature labor*** 


and threatened and habitual abortion.” 


LUTREXIN exerts an indirect, as well as a direct, relaxing action on 
the uterus by blocking the pituitary hormones.“ 


LUTREXIN administered orally decreases uterine contractions with- 
in thirty minutes.'-’ 


LUTREXIN is a naturally occurring, non-steroid, uterine relaxing 
hormone, biochemically different from other ovarian hormones. 
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